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ABSTRACT 
The main purpose of this dissertation was to assess the psychosocial resources and 
their effect on developmental health outcomes in African-American older adults in their 
60s, 80s, and 100s. One framework that was helpful in understanding the outcomes of 
aging African Americans was Hobfall's conservation of resources model (Hobfall, 1989). 
Three studies are presented and discussed using data from the Georgia Centenarian 
Study. The first study investigated the type and level of resources older African 
Americans report. In addition, age, gender, and cohort effects were examined to observe 
differences in the type and level of resources possessed. The second and third studies set 
out to develop resource models of adaptation based on Martin and Martin’s (2002) model 
of developmental adaptation. These models account for distal and proximal experiences 
and conditions that contribute to developmental health outcomes that can be used within 
the African-American older adult population, as well as serve as a potential framework 
for other ethnic minority older adults. More specifically, the second study examined early 
life experiences (i.e., education, childhood financial well-being, and early life events) and 
current social, financial and active coping resources on physical and functional health 
outcomes. The third study examined early life experiences (i.e., education, childhood 
financial well-being, and early life events) and current social, financial and active coping 
resources on mental health outcomes. The overall results suggest that African American 
older adults perceive themselves as having sufficient levels of psychosocial resources. 
Financial resources was a predictor of perceived physical health and functional health, 
whereas social resources was predictive of functional health and depressive symptoms.  
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CHAPTER 1. GENERAL INTRODUCTION 
 In the United States, despite the general rise in life expectancy rates across all racial 
groups, the African American1 population has the lowest life expectancy among all ethnic 
groups in the country (National Center for Health Statistics, NCHS, 2013). African 
Americans fare worse on a myriad of health outcomes (e.g., heart disease, stroke, 
hypertension, diabetes, obesity) throughout their entire life span (Centers for Disease 
Control, CDC, 2013; Heron, 2013; NCHS, 2013).  
 Many of these health disparities can be attributed to factors such as lower levels of 
education, the frequent occurrence of non-normative life events, and fewer psychosocial 
resources, which include individual resources (e.g., adaptive personality traits, coping 
styles), social resources (e.g., being embedded in a network, social contact, social 
support) and financial resources (e.g., sufficient funds to meet expenses and to deal with 
emergencies) (Adler & Ostrove, 1999; Adler & Rehkopf, 2008; Egede, 2007; House, 
Lantz, & Herd, 2005; Lantz, House, Mero, & Williams, 2005). As a result of these 
influences, many African Americans are not able to experience a high quality of life at 
very old ages (Hu, 2007; Jackson-Triche et al., 2000). On average, African Americans 
have a life expectancy of 69 years, which is six less years than that of Whites (NCHS, 
2013).  
 Despite this lower life expectancy, a mortality crossover effect has been identified 
to occur around the age of 85 between older African Americans and Whites (Fenelon, 
                                                          
1The terms African-American and Black are dominant classifiers used to identify people of African 
descent. In Larkey, Hecht, and Martin (1993), these terms were reported to express different views of 
ethnic identity with both terms still utilized in current research. Many studies do not explicitly differentiate 
between the two terms when describing their participants in their research. Throughout this dissertation, 
both terms will be used interchangeably as to include all ethnicities found within the African-American and 
Black race. 
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2013; Manton, Poss, & Wing, 1979; Wing, et al., 1985). African American men and 
women have higher rates of mortality in young older ages than White older adults, 
whereas Whites have higher mortality than Blacks in very late old age (Fenelon, 2013). 
This Black/White mortality crossover has remained controversial although it has been 
documented using multiple sources of data and in a variety of diverse study populations 
(Dupre, Franzese, & Parrado, 2006; Lynch et al., 2003; Masters, 2012; Wing et al., 
1985). Two theories have been prominent in the mortality crossover discussion, selective 
survival and age misreporting. Many scholars have speculated that this crossover resulted 
from the survival of the fittest among African Americans, with those individuals 
considered the frailest in the population dying first (Fenelon, 2013; Manton, Poss & 
Wing, 1979; Manton, Stallard & Vaupel, 1986). Age misreporting posits that Black older 
adults are more likely to misreport their age as older due to formal birth records 
unavailability or poor quality (Preston, Elo & Stewart, 1999). This has resulted in young-
old Blacks being compared to oldest-old Whites (Lynch, Brown & Harmsen, 2003). 
There has been recent research with longitudinal data to support the continued existence 
of racial differences in mortality as age misreporting was believed to be less likely to 
occur in recent years than in the past (Yao & Robert, 2011). Several studies have tried to 
explain the ethnic differences found in mortality by examining factors such as individual 
and neighborhood levels of socioeconomic status (Yao & Robert, 2011) and comorbidity 
and disability (Johnson, 2000), however, ethnic differences remained prominent after 
controlling for these factors. This study takes the selective survival perspective, 
suggesting that African Americans are able to reach older ages due to their resilient 
nature that enables them to overcome disparities across their lifetime.  
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 In spite of many discouraging health and life expectancy findings, current literature 
provides evidence that there are many African Americans who age successfully (Cernin, 
Lysack, & Lichtenberg, 2011; Troutman, Nies, & Bentley, 2010). Not only are these 
individuals able to survive well into old age, but there is some evidence that they actually 
fare better in their overall health than their Caucasian peers (Jackson, Govia, & Sellers, 
2011). How is it possible that after a lifetime of disadvantage these individuals reach 
these milestones?  Although research supports the impact of genetic factors (Herskind et 
al., 1996; Skytthe et al., 2003), is successful aging only a result of biological advantages 
for African Americans or are psychosocial environment and resources influential in the 
aging process?  The current study was built upon Martin and Martin’s (2002) 
developmental adaptation model, in which it was postulated that distal (early life) and 
proximal (present) influences in an individual’s life have an important impact on one’s 
outcomes in old age. 
There is a significant body of literature that has examined the differences between 
Blacks and non- Blacks (Connor et al., 2010; Jang et al., 2005; Wilcox et al., 2005). 
However, the issue with this comparative method of examining Blacks and non-Blacks is 
that it primarily points out the deficits of Blacks. There is an urgent need to study the 
subgroups within the African American population in an effort to fully explore the range 
of strengths and weaknesses within this heterogeneous group. What differences exist 
between African Americans who reach older ages and their fellow African American 
peers who do not?  When and in what ways do they differ? Are there differences within 
their levels of education, socio-economic status, gender, social network size, or childhood 
experiences?  Identifying factors such as these can aid in the development and 
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implementation of culturally appropriate interventions, which will combat the high 
African American mortality rate and assist individuals in living longer and healthier lives.  
The current study sought to employ a strength-based perspective in studying 
positive aging within the older African American community by highlighting the 
resources they have and the benefits these resources have for their health. The purpose of 
this research was to explore the resources that older African Americans possess and 
further explore the varied implications these resources have on their health outcomes. 
More specifically, this study investigated the resources of African American 
sexagenarians, octogenarians, and centenarians and examined the relationship of these 
resources on their developmental physical and mental health outcomes. The specific aims 
for this study were to answer the following questions: 
1. What individual, social and financial resources do oldest-old African Americans 
possess? How are these resources interrelated?  I hypothesized that older African 
Americans would have high levels of psychosocial resources, which enabled them 
to reach very advanced age. I explored whether individuals low on any resource 
type would also be low on other resource categories.  
2. What is the relationship between influences from early life and current 
psychosocial resources on the current general physical and functional health of 
African Americans?  I predicted that individuals’ developmental history would 
affect their current resources, which in turn would affect their physical and 
functional health outcomes. I predicted that physical health would be significantly 
predicted by early life history, individual, social, and financial resources. 
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3. For African Americans, what is the impact of influences from early life and 
current psychosocial resources on current mental health?  I hypothesized that 
developmental history would affect people’s resources, which in turn would affect 
their mental well-being. I predicted that mental health would be significantly 
predicted by early life history, individual, social, and financial resources. 
 If resources that have positive health impacts can be identified, then those who 
work with the older African American population can facilitate the utilization of these 
specific resources to promote better long-term health outcomes. It is essential to 
understand the accessible resources African-American older adults possess and how these 
resources affect their overall physical and mental health outcomes. With this information, 
resources determined to be strongly associated with positive health outcomes can then be 
promoted and strengthened within communities to benefit African-Americans on their 
journey to age successfully. 
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CHAPTER 2. LITERATURE REVIEW   
The aging population is rapidly growing as the life expectancy rates for all 
ethnicities have steadily increased over the years (Administration on Aging, 2011). In 
2013, the American Community Survey estimated the United States total population at 
316,128, 839 with an estimated 44,663,990 classified as 65 years and over (U.S. Census 
Burea, 2012). The older ethnic minority population increased 3.7 percent from 16.3% in 
2000 to 20% in 2010, with a projected increase to 24% by the year 2030 (Administration 
on Aging, 2011). In 2012, African-Americans represented 12.6 % of the population and 
were the second largest minority group in the United States at 44.5 million people, 
trailing the 52.3 million Hispanic/Latino population (U.S. Census Bureau, 2013).  
Although African Americans no longer constitute the largest minority ethnic 
group in the United States, they still represent the largest ethnic minority group within the 
older adult population at 8.7% (3,394,000), compared to Asians at 3.8% and Hispanics at 
7.4% (U.S. Census Bureau, 2013). It is projected that African Americans will make up 
11% of the elderly population by 2050 (Administration on Aging, 2010). Although 
research in the field of aging is extensive, studies exploring ethnic minority aging have 
only begun to garner attention over the last few decades. It would be beneficial to 
understand the characteristics of this group in order to better serve them. In addition, 
findings may be applicable to understanding other ethnic minorities.  
African-American Older Adults 
The African American older adult population has and is expected to continue to 
show similar characteristics and growth trends as those of the general 65+ age group over 
the next several decades. The number of those 65 years and older and 85 years and older 
are anticipated to double and triple, respectively (Administration on Aging, 2010). Within 
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the African American population 65 years and older, the 65-74 age category constitutes 
the largest subgroup of older adults at 5.3% (U.S. Census, 2012). The African-American 
older adult population consists mostly of women at 59.8%, with men comprising 40.2% 
(U.S. Census Bureau, 2012). The majority of older Black men report living with their 
spouse (54%) compared to 25% of older Black women (Administration on Aging, 2010).  
Older Black women reported living alone at higher rates than older Black men at 43% 
and 30% (Administration on Aging, 2010). Over 50% of older Blacks live in eight states: 
New York, Florida, California, Texas, Georgia, North Carolina, Illinois, and Virginia 
(Administration on Aging, 2010). The median income level of African Americans 65 
years and older in 2013 was $26,641 compared to $35,611 for the general population of 
all older adults (U.S. Census Bureau, 2014). Older African-Americans report having a 
usual source of care and do not have problems with obtaining and receiving medical care 
as 97 percent reported having health insurance coverage (U.S. Census Bureau, 2012).  
Consistent with health issues experienced across their life span, African American 
older adults have higher rates of chronic health conditions and are at high risk for the 
development of multiple morbidities (CDC, 2013; Heron, 2013; NCHS, 2013). When 
compared to the overall older U.S. population, older African Americans have lower 
quality physical and mental health (Hu, 2007). In general, African Americans have lower 
life expectancy rates, higher rates of morbidity, and lower levels of resources than 
members of other ethnic groups (Crimmins & Saito, 2001; Hu, 2007). Hypertension 
(84%), arthritis (53%), diabetes (29%), all forms of heart disease (27%), sinusitis (15%), 
and cancer (13%) are the most widespread chronic diseases that are experienced by 
African Americans (Administration on Aging, 2010).  
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There are many reasons why African Americans are susceptible to chronic 
illnesses, some of which are associated with poverty and a lack of access to culturally 
appropriate and competent care (Baum & Garofalo, & Yali, 1999; Wells et al., 2001). 
Nevertheless, even with these disadvantages, older African Americans report more 
positive self-rated health status than the general population of African Americans 
(Administration on Aging, 2010).  
 How are these individuals who are low in resources such as income, yet high in 
health problems able to live very long lives? Are African American older adults utilizing 
other types of resources which aid in maximizing their positive health outcomes? What 
other factors positively impact health in late adulthood? This project addresses questions 
such as these to explore and understand the mechanisms through which healthy aging 
occurs in older African Americans. 
Theoretical Frameworks 
Psychosocial resources are necessary to promote successful aging. It has been 
well established in the literature that African Americans consistently possess lower 
resource levels than the general American population (Massey, Condran, & Denton, 
1987; Roscigno & Ainsworth-Darnell, 1999); yet, many still manage to age successfully 
in the face of these deficiencies. Why is that?  Using Hobfall’s model of conservation of 
resources (1989) and Martin and Martin’s (2002) developmental adaptation model, I 
intend to explore successful aging among African Americans.  
One framework that is helpful in understanding the outcomes of aging African 
Americans is Hobfall's conservation of resources model (Hobfall, 1989). Hobfall 
proposed that people strive to retain, protect and build resources. The potential or actual 
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loss of these valued resources is stressful. Understanding resources is critical for 
understanding stress. There are several types of resources, including objects, personal 
characteristics, conditions, and energies that are valued by individuals or that serve as a 
means for attainment of valued resources (Hobfall, 1989). Self-esteem, socioeconomic 
status, employment, and mastery are all examples of resources. The model of 
conservation of resources is a useful framework for the study of older African 
Americans’ acquisition, maintenance, utilization, and conservation of resources and the 
impact that these have on their physical and mental well-being.  
Hobfall (1989) also proposed the concept of developing resource surpluses: when 
individuals are not in distress, they strive to develop resource surpluses in order to offset 
the possibility of future loss. In doing so, people are likely to experience positive well-
being (Cohen & Edwards, 1989; Cohen & Wills, 1985). African Americans are likely to 
retain and nurture the resources that they do have to offset possible resource loss in the 
future.  
This model also suggests that individuals are able to reframe how they perceive 
stressors, by shifting their focus of attention and reevaluating resources, which can 
alleviate the negative impact of experiencing resource loss. By shifting one’s attention 
and reframing stressors as less severe, individuals may view threats as challenges and 
focus on what they may gain instead of their losses when they encounter adversity. 
African Americans may avoid overwhelming distress over low levels of some sorts of 
resources by concentrating their attention on the resources that are available to them. For 
example, social resources may be an important source of comfort and well-being, even 
when financial resources are low. 
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 Martin and Martin’s (2002) model of developmental adaptation attempts to 
integrate the distal and proximal influences in an individual’s life on their developmental 
outcomes. Distal influences are experiences that are chronologically distant from an 
individual’s current life. For older individuals, these experiences include their childhood, 
adolescence, young adulthood, and midlife stages. Distal influences include both negative 
and positive experiences from earlier life, such as the early loss of a parent in childhood, 
academic success, job-related experiences, marriage or divorce. Proximal influences 
include current resources or recent experiences in the life of older adults. Both life history 
and present resources are integrated into the developmental adaptation model. Both are 
considered important influences on the degree of successful adaptation in aging. The 
proposed research attempts to take into account earlier positive and negative life 
conditions among elderly African Americans to determine the relationship of these early 
experiences on their current resources and developmental health outcomes.  
Throughout their entire life-span, African Americans have a greater likelihood of 
experiencing stressful life events compared to other ethnic groups (Schulz et al., 2000). 
The developmental adaptation model proposes that these distal influences will influence 
the present resources which will impact current developmental outcomes. Figure 1 
depicts the application of the developmental adaptation model for the current study.  
 Prior research has explored differences between older Whites and African 
Americans. Most often, when differences are found they have been explained from either 
a cultural deviant or cultural equivalence perspective (Cauce, Coronado, & Watson, 
1998), both of which consider the ideas and customs of the White middle class as the 
norm. The cultural deviant model viewed Black society as a group that was inherently
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Figure 1. Conceptual model. 
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plagued with problems that could only be repaired through the reconstruction of the core 
foundation of the Black community and an increase in personal responsibility of its 
members (Allen, 1978; Staples, 1971). Cultural equivalence theory deemphasized the 
distinctive qualities of Black families while it highlighted the shared qualities found 
among White families. This theory legitimated those Black institutions that conformed to 
White middle-class norms and attributed differences between Blacks and Whites to racial 
differences in social class and other life circumstances (Frazier, 1939; Scanzoni, 1971; 
Sewell & Heise, 2010).  
Both of these models can lead to the misinterpretation of results; both tend to 
blame African Americans for their own disadvantages. However, the cultural variant 
model emerged and approached differences from a less judgmental sociological 
perspective. In this approach, social institutions within Black and White society represent 
distinctive cultural forms that are “outgrowths of their respective sociocultural contexts” 
(Allen, 1978, p. 125). The cultural variant model describes differences as adaptations to 
external forces (Cauce, Coronado, & Watson, 1998). These adaptations are viewed as 
being culturally rooted and evidence of the resiliency of the African American 
population. Cultural norms are not discussed in relation to a majority group as was the 
case in previous research.  
The current research analyzes within-group differences, utilizing the cultural 
variant model. Findings from this study will allow us to assess the needs of older African 
Americans and develop programs that are culturally appropriate and effective for them. 
As Whitfield and his colleagues (2008) pointed out, comparisons between groups are not 
the answer to understanding aging among minorities. It is my goal to utilize an alternative 
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approach in comparing and contrasting the positive and negative predictors of health 
within the population of African American elders.  
In the following sections, I will explain and review literature related to each 
component of the theoretical model shown in Figure 1. 
Developmental History 
 In the human development literature, the significance of having high-quality early 
life experiences has been established as a critical component in the developmental 
process (Bronfenbrenner, 1977). Research has shown that early life influences can affect 
health outcomes in late adulthood (Felitti et al., 1998; Poulton et al., 2002). There are 
many early life factors that have an effect on health outcomes of the older population 
such as parental health, parental socioeconomic status, childhood health, birth cohort, 
risky behaviors and even geographical location (Bengtsson & Lindstrom, 2003; Catalano 
& Bruckner, 2006; Currie & Moretti, 2007; Herd, Goesling, & House, 2007; Palloni, 
2006; Ross & Mirowsky, 2001).  
The socioeconomic status of the family in which children are raised affects 
multiple aspects of their lives (e.g., nutrition, health care access). An adverse 
socioeconomic environment can cause direct and indirect impacts on adult health (Case et 
al., 2005; Elo et al., 1992; Elo & Preston, 1996; Luo & Waite, 2005; Palloni, 2006). 
Maternal health has an impact on infant health which can affect one’s later health (Currie 
& Moretti 2007; Palloni 2006). During a child’s first year of life, exposure to infections 
and inflammations can lead to higher mortality rates in later life (Bengtsson & Lindstrom, 
2003; Doblhammer, 2003). Case, Fertig, and Paxson (2005) found that individuals who 
had experienced poor childhood health had significantly lower educational levels, lower 
14 
 
earnings and poorer health even when controlling for their parents’ incomes, educational 
levels and social status.  
It is important to note that the effects of early life conditions can be manifested 
differently for people across different age groups and geographical regions. Older adults 
born in different decades or geographical locations may have experienced societal 
conditions that others from younger age groups or different localities were not exposed to 
(Bengtsson & Lindstrom, 2003; Catalano & Bruckner, 2006; Ross & Mirowsky, 2001). 
For example, individuals who were born during the Great Depression may have been 
malnourished, which may have effects on later health. The neighborhood in which an 
individual was raised can also have implications for health. Natsuaki and colleagues 
(2007) found that among a diverse socioeconomic group of African American children, 
those who were exposed to disadvantaged neighborhoods experienced depressive 
symptoms. Neighborhood economic disadvantage and social disorder significantly 
predicted the onset of major depression in African American women, confirming that 
economically disadvantaged neighborhoods are a vulnerability factor for mental health 
problems (Cutrona, Russell, Brown, Clark, Hessling, & Gardner, 2005).  
Resources 
 Developmental history has an impact on the types and quantities of resources 
people have available (Martin & Martin, 2002). Such resources can be critical to the 
development and maintenance of their health. These resources can be categorized as 
individual, social or financial. This study will examine the effects of different kinds of 
resources on the health outcomes of aging African Americans.  
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Individual resources. In the successful aging literature, many studies across 
cultures have found that older individuals tend to possess similar individual resources 
(Martin, 2002; Masui et al., 2006; Samuelsson et al., 1997). One of the more important 
resources in older adults is their coping behaviors. As people progress into very old ages, 
they can expect to experience morbidity, loss of basic functional abilities. These alter 
their independence and cause changes within their close personal relationships, which 
may all influence their health and state of well-being (Charles & Carstensen, 2010; De 
Vries et al., 2012; Lampinen et al., 2006; Salive, 2013). The manner in which older adults 
chose to cope with these life experiences is essential as it is predictive of their health 
outcomes (Woodhead et al., 2014). 
Several publications have documented the style and differences of coping in older 
adults (Birkeland & Natvig, 2009; Martin et al., 1992; Martin et al., 2001). Reports about 
age differences in coping behaviors have been inconsistent, with some studies suggesting 
increases and other studies decreases with age, or indicating no age effects (Aldwin, 
1991; Aldwin et al., 1996). Other studies have found older adults are more likely to rely 
specifically on cognitive versus behavioral forms of coping as they may be limited in 
their functional abilities and are more accepting of health problems that are considered 
beyond their control (Martin et al., 1992; Martin et al., 2001). Two broad dimensions of 
coping, active and avoidance coping, have shown to be the most prominent (Amirkhan & 
Auyeung, 2007; Folkman, Lazarus, Pimley, & Novacek, 1987; Moos, 2004; Skinner, 
Edge, Altman, & Sherwood, 2003). Both of these specific styles of coping behavior have 
been reported to be the most frequently utilized in the management of health issues, 
which are the most common types of problems older adults report (Hawker et al., 2011; 
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Manchaiah et al., 2014; Thomae; 1996). Because older adults identify health issues as 
their major concerns, it will be beneficial to further investigate the health benefits of 
active coping more specifically. Although studies have shown both active and avoidance 
coping to have associations with health outcomes (Martin et al., 2008), the use of active 
coping is viewed as a more positive and proactive behavioral response (Martin et al., 
2008). 
Social resources. The value of social resources has been a topic that has received 
considerable attention. Much of the literature examines the importance of social support 
in coping with life stressors. Social support has been shown to bolster health and well-
being in times of stress (House, Landis, & Umberson, 1988; Seeman, 1996). Hobfall and 
colleagues (1990) noted that social support provides access to resources outside those 
bestowed upon the individual. For example, in a study of older African Americans and 
Caucasians, it was found that a higher number of social network members and level of 
social engagement were positively correlated with initial level of cognitive function, and 
social support was associated with a reduced rate of cognitive decline (Barnes et al., 
2004). These relations remained after controlling for socioeconomic status, cognitive 
activity, physical activity, depressive symptoms, and chronic medical conditions. This is 
one way that social support can protect people against the negative effects of stressful life 
events, in addition to its mental and physical health benefits (Cohen & Wills, 1985). 
As individuals age, shrinkage in their social networks begins to occur (Bould et 
al., 1989). In Martin, Poon, Kim, and Johnson’s (1996) study of social resources in the 
oldest old age groups, the majority of the participants reported having significantly fewer 
visitors and talked on the phone less than younger age groups. As generations expand 
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within families, previous family ties may weaken within them (Baum & Page, 1991). 
Thus, it is important to determine whether very elderly African Americans can sustain 
sufficient social resources to maintain their health and well-being. The current study will 
examine and test the impact of social resources on developmental outcomes in older 
African-American age groups. 
Financial resources. The economic well-being of the older population has 
received much attention over the years (Burtless, 2009; Halpern-Manners, Warren, 
Raymo, & Nicholson, 2015). Although studies have acknowledged the existence of 
economic disparities in older adults (Chou, Chow, & Chi, 2006), much of the research 
has not clearly distinguished where these differences lie within the 65 and older 
population. One study examining age subgroup differences did find differences between 
oldest old and young old adults, with oldest-old perceiving themselves as having more 
resources than the young-old adults although objective financial measures suggest 
opposite findings (Goetting, Martin, Poon & Johnson, 1996).  
 In one of the few studies that examined different age groups among older adults, 
Goetting et al (1996) examined differences among individuals in their 60s, 80s, and 100s. 
Differences were found among the groups on their income sources, in-kind income, 
interviewers’ assessment of participants' financial condition, and participants’ self-
assessment of the adequacy of their financial resources. Overall, centenarians were found 
to have fewer financial resources than the two younger age groups. A higher percentage 
of centenarians received financial assistance from family members, were recipients of 
Supplemental Security Income, and were participants in the Medicaid program. A closer 
look at the population of centenarians found that most are women and widowed, which 
18 
 
may partially explain the lower resources in this group (Spencer et al., 1987; Taeuber & 
Rosenwaike, 1992). Younger age groups drew from retirement pensions and reported 
earnings from their employment and investments (Goetting et al., 1996).  
Although Goetting and colleagues (1996) explored economic differences across 
age groups in older adults, there is still a need to determine if these differences are 
present in older ethnic minorities as research has not sufficiently examined the financial 
resources of society’s oldest ethnic minority members. One goal of the current study is to 
understand the role of financial resources in the health and well-being of older African 
Americans, including oldest-old adults. 
 Objective financial resources do not always predict people's self-assessment of the 
adequacy of their financial resources. In the study by Goetting and colleagues (1996) of 
financial resources, all participants evaluated their resources relatively positively. In each 
age group, participants felt that they had a decent place to live. Many of them also 
believed they were doing the same or better than their peers (Goetting et al., 1996). The 
youngest age group had the lowest percentage who felt this way, although the older age 
group were assessed by the interviewer as having fewer resources and being unable to 
afford small luxuries. This is consistent with previous findings that an older person’s 
level of income does not completely determine his or her own perceptions of his or her 
financial resource adequacy (Hobfoll, 2002). Because financial strain is a key factor in 
the health of older adults (Kahn & Pearlin, 2006), the perception of the availability of 
financial resources is critical to the physical and mental health outcomes of older persons.  
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Health 
Perceived physical and functional health. People’s physical and functional 
health are important determinants of their quality of life and mortality in older adults 
(Perera, Studenski, Chandler, & Guralnik, 2005; Scott, Macera, Cornman, & Sharpe, 
1997). Perceived physical health is a broad term that typically refers to the absence of 
disease, quality of physical functioning, ability to engage in role-appropriate activities, 
emotional and spiritual well-being and positive social comparisons to others (Idler & 
Benyamini, 1997; Idler, Hudson, & Leventhal, 1999). Functional health refers to the 
extent to which health problems limit the ability of the individual to carry out activities of 
daily living, such as self-care (e.g., bathing, dressing) and adaptive tasks (e.g., shopping, 
cooking, Katz, 1983). The presence of chronic diseases and pain can greatly limit an 
individual’s functional independence. An individual’s ability to care for himself or 
herself with minimal assistance is important to maintain functional independence and is a 
key element in the concept of healthy aging (Lowry, Vallejo, & Studenski, 2014; Sloane 
et al., 2005). 
There is growing interest in whether there are ethnic variations in physical health 
outcomes. On self-report measures, ethnic minorities, specifically Blacks and Hispanic 
Americans, consistently evaluate their overall perceived health more poorly than Whites, 
even after controlling for socioeconomic status and other health indicators (Bzostek, 
Goldman, & Pebley, 2007; Cagney, Browning, & Wen, 2005; Liang et al., 2010; McGee, 
Liao, Cao, & Cooper, 1999).  
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There is evidence that adults aged 65 years and older report lower levels of 
physical and functional health (Crimmins, 2004; Liang, 1986). The older adult population 
typically self-characterizes their health as fair or poor (Crimmins, 2004). Several negative 
trends have been found in the physical and functional health of older adults over the past 
several decades (Crimmins, 2004). Siedal et al (2009) argue that the type of functional 
ability loss and onset of loss varies, with locomotion as the first ability to be lost, 
followed by reaching, thinking, hearing, vision, and dexterity. Women are consistently 
younger at loss onset than men on most functions. Given the vulnerability of older 
African Americans to health problems, it is important to understand predictors of good 
and poor physical and functional health outcomes in this population. The present study 
examined predictors of subjective measures of physical and functional health outcomes. 
Mental health. Mental health is a major determinant of health. The World Health 
Organization (WHO) states that there is “no health without mental health” (Prince et al., 
2007, p. 859). It should be noted that mental health has many different aspects that 
represent outcomes of mental health. A distinction may be drawn between symptoms of 
mental health disorders and assessments of well-being. Symptoms such as low mood, 
hopelessness, excessive worry, and suicidal thoughts are all symptoms of mental health 
problems.  
By contrast, perceived mental health, or subjective well-being, is viewed as a 
general indicator of satisfaction with one’s current life circumstances. Subjective well-
being is a sign of positive psychological adaptation and successful aging (e.g., Baltes & 
Baltes, 1990; Lawton, 1991; Rowe & Kahn, 1987) and has been found to be influenced 
by a variety of factors. In a cross-sectional study of the young old (70-84 years) and 
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oldest old adults (85-103 years), young-old adults reported higher levels of well-being 
(Smith et al., 2002) with similar findings reported in a longitudinal study (Kunzmann et 
al., 2000). In the same study, married persons and men also reported higher levels of life 
satisfaction (Smith et al., 2002). Subjective well-being was also associated with perceived 
health. In a meta-analysis of 286 empirical studies, socioeconomic status, social network 
quality and size, and competence were positively associated with subjective well-being 
(Pinquart & Sorensen, 2000), with income having a stronger impact than education level.  
There is a close association between mental and physical health. In a longitudinal 
study of Hispanic, African American, and White adults ages 75 and older, Black and 
Rush (2002) found that functional health was impacted by mental health and mental 
health was influenced by functional health across all ethnic groups after controlling for 
demographics and chronic health factors. It is crucial for older adults to maintain good 
mental and physical health as both are predictors of mortality.  
African Americans are susceptible to psychosocial stresses that other ethnic 
groups are not exposed to, due to racism and negative stereotypes about Black 
intelligence (Adebimpe, 1997; Herrnstein & Murray, 1994). Depression is a common 
occurrence amongst African Americans and has been associated with low socioeconomic 
status, neighborhood disadvantage, stressful life events, racism, morbidity, mortality, and 
decreased quality of life (Bell et al., 2005; Cutrona et al., 2005). However, it should be 
noted that African Americans and other ethnic minorities do not show higher prevalence 
of diagnosed major depressive disorder when compared to Whites (Riolo, Nguyen, 
Greden, & King; 2005). These data must be interpreted with caution because minorities 
are less likely to seek and receive medical treatment for mental health concerns which 
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places them at risk for the development of more mild and chronic types of depression or 
depressive symptoms (Cooper et al., 2003; Riolo, Nguyen, Greden, & King; 2005; 
Williams et al., 2007). 
The following chapters will report on three studies addressing the developmental 
history, proximal resources and developmental outcomes of the older African American 
population. Study 1 will explore the resources available to African American older adults. 
Individual, social and financial resources were evaluated to assess the availability and 
interrelatedness of these resource types. The influence of age and gender on the 
availability of different resources were also examined.  
 In Study 2, resources were explored further by examining their effect on the 
physical and functional health outcomes of African American elderly. The influence of 
developmental history variables (i.e., education, childhood financial well-being, and 
childhood life events) was evaluated to determine the extent to which they predicted 
social and financial resources. Social and financial resources were tested as a predictor of 
active coping. Both a direct path from social resources and financial resources to 
physical/functional health were tested as predictors of active coping. 
In Study 3, resources were explored further by examining their effect on the 
mental health and subjective well-being outcomes of African American elderly. The 
influence of developmental history variables (i.e., education, childhood financial well-
being, and childhood life events) were evaluated to determine the extent to which they 
predicted individual resources (i.e., coping). Social and financial resources were tested as 
predictors of the individual resource of coping. Both a direct path from social and 
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financial resources to mental health/perceived mental health and indirect paths through 
individual resources were tested.  
IRB approval was obtained from the Iowa State Institutional Review Board in 
order to conduct this research study and can be found in the appendix.
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Abstract 
African American centenarians are an elite population who have mastered the art 
of living long and sometimes living well despite their high risk for the development of 
multiple morbidities and low life expectancy rates. This study examined three types of 
psychosocial resources (i.e., individual, financial, and social) in a sample of older African 
Americans in their 60s, 80s, and 100s to assess the level of resources they have available 
to them. 
 Participants included 125 African American older adults from the Georgia 
Centenarian Study, a cross-sectional population-based interdisciplinary study of the 
oldest-old. Crosstabulation and multivariate regression analyses were conducted to 
determine gender and age differences in resources and to determine more distal predictors 
of proximal resources.  
 Two differences were found in individual resources. African American women 
were more likely to utilize two coping behaviors than African-American men. 
Centenarians were less likely than younger age groups to use reflective cognitive coping 
behavior. Centenarians also had significantly lower social resources than octogenarians. 
There were no age and gender differences on financial resources. Two resources, active 
coping and financial resources both negatively predicted of each other. Social resources 
and religious coping did not yield any significant associations.  
 Although African-American older adults maintain generally high psychosocial 
resources, oldest old adults (i.e., centenarians) show significantly fewer resources that 
may have negative impact on their quality of life.  
Keywords: African American, Centenarians, Resources
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Psychosocial Resources of Older African Americans 
Centenarians are elite individuals who have mastered the art of longevity. They 
are a very select group of people; only one person in every ten thousand individuals is 
able to reach this milestone in industrialized nations (Perls, 2005). In 2010, there were 
53,364 centenarians in the United States, an increase of 65.8 percent since 1980 (U.S. 
Census Bureau, 2012). This group has garnered much attention over the last decade, as 
society wants to know what is so unique about these individuals that allows them to 
achieve such longevity. There have been numerous studies examining the lives of 
centenarians, yet none has found a biological or psychosocial trait that is shared by this 
group (Anderson et al., 2013; Barzilai & Atzmon, 2014; Martin et al., 2006). The 
literature has established that there is great variability among the oldest of the old in a 
range of bio-psychosocial characteristics.  
Unsurprisingly, there are more female centenarians. Beginning at the age of 45, 
women outnumber men in all age groups as a result of sex differences that exist in 
mortality over the life span (U.S. Census Bureau, 2012). For every 100 female 
centenarians, there are only 20.8 male centenarians. In terms of racial diversity, 
centenarians are less diverse than the total U.S. population with 82.5 percent reported as 
White (U.S. Census Bureau, 2012). Blacks or African Americans2 constituted 12.2 
percent and represented the largest ethnic minority group (U.S. Census Bureau, 2012). 
Centenarian research is still considered to be fairly new with even fewer studies 
examining ethnic minority centenarians. The current study examines the psychosocial 
resources of the Black or African-American centenarian population. Psychosocial 
                                                          
2 The terms “African American” and “Black” are used interchangeably in this study. 
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resources include individual resources (e.g., adaptive personality traits, coping styles), 
social resources (e.g., being embedded in a network, social contact, social support) and 
financial resources (e.g., sufficient funds to meet expenses and to deal with emergencies). 
  Resources are good indicators of the quality of life individuals will be able to 
obtain (Diener & Suh, 1997). Overall, African-American centenarians are aging well as 
their life expectancy further increases in old age as, in the general population (U.S. 
Census Bureau, 2012). In order to better understand centenarian quality of life it is 
necessary to identify the type and level of resources they require. Studies have shown that 
both objective resources (e.g., finances) and subjective perceptions of well-being are 
important aspects of the quality of life for oldest old adults (Bury & Holme, 1991; 
George & Bearon, 1980). The current study identified the psychosocial resources 
African-Americans, including centenarians, maintained to age successfully. The purpose 
of this study was to gain a basic understanding of resource levels available for the older 
African-American population. 
Individual resources consist of various aspects of self and personality (e.g., 
personality characteristics, self-definition, and coping behaviors) as protective factors in 
later life (Staudinger et al., 1999). Research found self and personality to involve 
processes and characteristics that aid to maintain or minimize loss in individual’s 
satisfaction with their own aging (Staudinger et al., 1999).  
The current study included coping behaviors as an important individual resource. 
Lazarus and Folkman (1984) defined coping as “the constantly changing cognitive and 
behavioral efforts to manage the specific external and/or internal demands that are 
appraised as taxing or exceeding the resources of the person” (p.141). Coping strategies 
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refer to the specific efforts people use to master, tolerate, reduce or minimize stressful 
events (Donnellan et al., 2006). These efforts can be behavioral and cognitive. Research 
on older adults produced varied results, concluding that for some people, coping 
strategies increase, for others they decrease, and for still others, they remain the same 
(Aldwin, 1991). Martin and colleagues (2001) suggested that these inconsistencies were 
due to global assessments of coping that allowed differences to go undetected and 
suggested taking a molecular view of coping by exploring single item assessments of 
coping. In this paper, broad domains and single item indicators were utilized to assess 
coping. 
Older adults frequently choose religious coping strategies. Manfredi and Pickett 
(1987) and Rosen (1982) found religious coping behaviors to be frequently reported by 
older adults. Private religious coping behaviors (e.g., prayer, trust and faith in God) and 
social behaviors (e.g., church friends, church activities, and minister’s help) were 
prevalent in individuals aged 55 to 80 years (Koenig et al., 1988). Positive religious 
coping was correlated with better mental health status among both community dwelling 
(Koenig et al., 1988) and medically ill hospitalized individuals (Koenig et al., 1998). 
There is substantial literature to support that African Americans rely heavily on religion 
as a form of support regardless of their socioeconomic status (Rosen, 1982; Swanson & 
Harter, 1971, Taylor, Chatters, & Levin, 2004). In a study of southern elderly women, 
ethnic differences were found on the frequency of use of religious coping behaviors, with 
Black women more likely (51 percent) than White women (28 percent) to report using 
them (Koenig et al., 1988).  
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Gender differences have been found in coping strategies. Women scored higher 
on emotional and avoidance coping styles (Matud, 2004; Nolen-Hoeksema & Aldao, 
2011). Men scored higher on emotional inhibition (Matud, 2004). Nolen-Hoeksema and 
Aldao (2011) reported that the use of most emotion-regulating strategies decreased with 
age, with two exceptions. For women, the use of suppression increased and the use of 
acceptance did not decrease with age.  
The subject of social resources in older adults is one that has received 
considerable attention (Cornwell, & Waite, 2009; Cutrona, Russell & Rose, 1986; Russell 
& Cutrona, 1991). Much of the literature on social resources among older adults 
examines the role of social support in coping with life stressors. Social support has been 
shown to bolster health and well-being in times of stress (Cutrona, 1990; House, Landis, 
& Umberson, 1988; Seeman, 1996). Although, social resources change with age, older 
adults fare well in their social support and connectedness. Cornwell, Laumann and 
Schumm (2008) found that age is negatively associated with network size, closeness to 
members, and number of non-primary network ties; however, age showed positive 
associations with frequency of socializing, religious participation and volunteering. These 
patterns illustrate the need to measure different components of social resource factors. 
The quantity and quality of social support has strong influence on developmental health 
outcomes (Nguyen et al., 2015). Studies have found that informal social support networks 
serve as one of the most common methods of coping in stressful situations reported by 
African Americans (Nguyen et al., 2015; Taylor, Chatters & Celious, 2003). This study 
further explored social resources available to old and very old African Americans. 
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As individuals age, shrinkage in their social networks begins to occur (Bould et 
al., 1989). In Martin, Poon, Kim, and Johnson’s (1996) study of social resources in the 
oldest old age groups, the majority of the participants reported talking on the phone less 
often and had significantly fewer visitors than younger cohorts. As generations expand 
within families, previous family ties may change, as younger generations begin to 
formulate their own immediate families they may decrease social contact with older 
generations (Baum & Page, 1991). Thus, it is important to determine whether very old 
African Americans sustain sufficient levels of social resources to maintain their health 
and well-being. The current study examined the levels and types of social resources in 
three older African-American age groups. 
The possession of adequate financial resources has been well established as a vital 
component that impacts individuals’ quality of life and well-being (Bradley & Corwyn, 
2002; Knesebeck, Wahrendorf, Hyde & Siegrist, 2007; Pinquart & Sörensen, 2000). 
Research on the economic well-being of centenarians suggests that centenarians’ 
financial resources were lower when compared to younger individuals who are in their 
60s and 80s (Goetting, Martin, Poon, & Johnson, 1996). More than half of the 
centenarians in Goetting et al.’s study reported incomes below the poverty level. They 
were also more likely than their younger peers to receive Medicaid and regular assistance 
with the costs of food and meals. Despite being concerned with not having enough to 
“buy extras,” many centenarians still perceived themselves as doing better or about the 
same when compared to others their age. This could be due to the oldest adults perceiving 
themselves as not having as many as financial obligations as those in younger age groups. 
Younger age groups also may socially compare themselves more frequently to their 
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peers, whereas the oldest adults do not as their peer group is relatively small. Our finding 
is consistent with Hansen, Slagsvold, and Moum (2008), who found oldest old adults to 
rate their own financial satisfaction levels higher than that of their younger peers who 
were at similar income levels. Therefore, we assessed African-American centenarians’ 
perceived economic status, as it may be a good indicator of their perceived quality of life.  
Hobfall's conservation of resources model (Hobfall, 1989) is well suited as a 
theoretical foundation for this project. Hobfoll proposed that people strive to retain, 
protect and build resources. The potential or actual loss of these valued resources is 
stressful. Understanding resources is critical for understanding stress. There are several 
types of resources including objects, personal characteristics, conditions, and energies 
that are valued by individuals or that serve as a means for attainment of valued resources 
(Hobfall, 1989). Self-esteem, socioeconomic status, employment, and mastery are all 
examples of resources. The model of conservation of resources is a useful guide for the 
study of older African Americans’ acquisition, maintenance, utilization, and conservation 
of resources and the impact that these have on their overall well-being.  
This model also purports that by shifting their focus of attention and reevaluating 
resources, individuals are able to reframe how they perceive stressors which can alleviate 
the negative impact of experiencing resource loss. By shifting one’s attention and 
reframing stressors as less severe, individuals may view threats as challenges and focus 
on what they may gain instead of their losses when they encounter adversity. The process 
of reframing can be viewed as a mechanism of coping. Due to their likelihood of 
experiencing discrimination based on their age and ethnicity, older African Americans 
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may have acquired a variety of coping behaviors that have served as psychosocial 
resources and have aided in successful aging. 
The current research employed a strengths-based perspective in studying positive 
aging resources within the older African American community. The purpose of this 
research is to explore the resources that older African Americans have accessible. What 
individual, social and financial resources do very old African Americans have?  Are they 
high or low in their resource levels?  Are there any age and gender differences in these 
resources, as these two demographic variables have consistently been shown to affect a 
variety of measures across various studies?  What factors predict resources?  Are there 
interrelationships among resources? Based on the available literature we proposed age 
differences on all resources domains, with the oldest age group of adults (i.e., 
centenarians) reporting the lowest level of resources. Furthermore, gender differences on 
all resource domains were expected with women reporting more active coping and higher 
levels of social resources, whereas men were expected to show higher levels of perceived 
financial resources.  
Methods 
Sample 
Data for the current study come from the Georgia Centenarian Study (GCS). IRB 
approval was obtained from the Iowa State Institutional Review Board in order to 
conduct this research. The GCS is an investigation of longevity and survival of oldest old 
adults that took place from 1988 to 2009 in three study phases. Participants were from a 
sample of 701 community-dwelling and institutionalized centenarians (i.e., those aged 98 
years and older), octogenarians (i.e., those aged 79 to 89 years) and sexagenarians (i.e., 
those aged 60 to 69 years) from the Georgia Centenarian Study (GCS). The sample 
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consisted of two cohorts collected during two separate phases of the GCS. The earlier 
centenarian cohort was defined as those born between 1881 and 1895 (part of phase one) 
and the later cohort included persons born between 1901 and 1907 (part of phase three). 
The subsample used in our analyses consisted of individuals from phases one and 
three consisting solely of African-American older adults. Phase two consisted of a 
longitudinal follow up which was not included in this study. Participants who were 
identified as cognitively impaired, as defined by a cutoff score on the Mini-Mental State 
Exam (MMSE) scale less than 17, were removed from analyses. It should be noted that 
participants from Phase one were required to score in the normal range on the MMSE 
cognitive functioning scale. Figure 1 displays the process for selection of the final sample 
of 125 participants.  
Demographic characteristics for the analytic sample are presented in Table 1. 
There were more women (65 percent) in the study than men, with the majority of 
participants not having completed their high school education (62.5 percent). Fifty 
percent of the sample consisted of centenarians. Over seventy percent of the sample 
resided in their own homes and were widowed.  
Measures 
The main outcome variables were individual, financial and social resources. 
Individual resources consisted of 10 specific coping behaviors. GCS respondents were 
told to think about their most severe health problem or functional limitation (e.g., vision, 
hearing, mobility) and were asked how they had dealt with it in the recent past. Choosing 
no, yes sometimes, or yes often participants indicated whether they engaged in any of the 
following behaviors: “I try harder to make things work;” “I talk with a family member 
about the problem;” “I just take it one day at a time, one step at a time;” “I talk with my 
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doctor about the problem;” “I pray for guidance and strength;” “I don’t worry about it. 
Everything will work out;” “I just accept it, nothing can be done;” “I am trying to get 
something positive from the situation;” “I rely on my religious beliefs;” “I am going over 
the situation in my mind trying to understand it.”  In this study we were interested in 
differences in specific coping behaviors; therefore, individual items were assessed. We 
also aggregated specific coping behaviors into larger categories.  
The coping response scales differed in phase one and phase three. In phase one 
participants responded on a 4-point scale and in phase three they responded on a 3-point 
scale. Phase one and phase three responses were recoded into a dichotomous (yes/no) 
scale to create a harmonious measurement response variable. An exploratory principal 
component factor analysis with varimax rotation was conducted and yielded five factors. 
The first factor consisted of three items and was identified as “active coping” with 
loadings ranging from .56 to .75. These three items, “I try harder to make things work;” 
“I talk with a family member about the problem;” and “I talk with my doctor about the 
problem” were used to create a composite scale of active coping. The second factor 
consisted of two items and was identified as religious coping with loadings of .84 and 
.87. These two items, “pray for guidance and strength” and “rely on my religious beliefs” 
were used to create a composite scale of religious coping. Cronbach’s alphas were 
computed to evaluate the internal consistency of scale items and yielded α = .52 and α = 
.65, respectively for active and religious coping. The other 3 factors yielded low 
reliability and/or consisted of one item and were not chosen for further analyses. 
Social resources were assessed with three questions from the OARS 
multidimensional Functional Assessment Questionnaire (Fillenbaum, 1988). Participants 
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were assessed regarding the extent and type of contact they had with others (i.e., “number 
of people you know well enough”, “how many times you talked to someone in the past 
week”, and “how many times you spent time with someone in the past week”).  
Financial resources were assessed using select questions from the Duke Older 
Americans Resources and Services (OARS) Multidimensional Functional Assessment 
Questionnaire (Fillenbaum, 1988). Four items were used to develop a summary score of 
the participants’ self-perceived economic status. Two questions were dichotomous (yes or 
no): “Are your assets and financial resources sufficient to meet emergencies?” and “At 
the present time, do you feel that you will have enough for your needs in the future?”  
Participants were also asked whether their expenses were so heavy that they cannot meet 
the payments, or can barely meet the payments, or payments are no problem. Lastly, 
respondents answered “How well does the amount of money you have take care of your 
needs?” very well, fairly well, or poorly. Items were combined to make a composite scale 
of perceived economic status. The Cronbach’s alpha was high, α = .81. 
Background characteristics included gender (male = 0 and female = 1), age (1 = 
sexagenarians, 2 = octogenarians, and 3 = centenarians), cognitive status using the Mini 
Mental Status Examination (MMSE, ranging from 17 to 30), education (ranged from 0 
years of schooling to post-graduate studies), marital status (1 = currently married, 2 = 
living with a partner, 3 = separated, 4 = divorced, 5 = widowed, 6 = never been married) 
and residential type (1 = private home/apartment, 2 = personal care/assisted living, 3 = 
skilled nursing facility).  
Descriptive statistics were computed for all variables using SPSS v19. Cross 
tabulations with chi-square analysis were computed to determine age and gender 
56 
 
differences for each coping behavior. Each resource variable was regressed on age, sex, 
cognition, education, marital status, residence type and other resource variables.  
Results 
Means and standard deviations for all study variables are shown in Table 2. 
African Americans older adults perceived themselves as high on most resources. The 
social resource of how much time participants spent with someone received a relatively 
low mean score. Perceived financial resources received a moderately high score.  
Bivariate correlations are summarized in Table 3. Age group showed a negative 
association with active coping and the social network variable. Gender was positively 
associated with religious coping, suggesting that women were more engaged in religious 
coping. Cognition resulted in the most associations as it had positive relationships with 
active coping, financial resources, social network and social “talk” resources.   
Table 4 displays the frequencies on the individual coping items. Three coping 
behaviors yielded a 90 percent positive response rate from the sample: take it one day at a 
time, pray for guidance and strength, and religious beliefs. The behavior of “accepting it” 
was least reported as it was used by72.2 percent of the participants. 
The results for age and gender differences are reported in Table 5. Significant age 
differences were observed for active coping behaviors. Post-hoc Scheffé tests indicated 
that octogenarians reported significantly higher levels of use of active coping than 
centenarians. Gender differences were found on religious coping as women reported 
higher scores than men. An additional interaction of age and gender was observed on 
religious coping with men in their 80s to have the lowest score whereas male 100+ had 
the highest score. 
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Age differences were obtained for two social resource variables, number of people 
you know well enough and times you talk to someone. Sexagenarians and octogenarians 
both had higher social network means than centenarians; however, differences were not 
significant between sexagenarians and octogenarians. Centenarians were also shown to 
spend significantly less time talking to someone on the phone than octogenarians, but not 
when compared to sexagenarians. Additional mean age and gender differences were not 
observed. 
Crosstabulation analyses were conducted on the ten coping behaviors to establish 
if there were age (Table 6) or gender differences (Table 7). Results showed significant 
age differences on the coping behavior “going over the situation.” Centenarians were 
significantly less likely to repeatedly go over their situation than those in their 80s. 
Furthermore, centenarians were less likely to talk with someone than those in all of the 
younger age groups. Significant gender differences were obtained for two coping 
behaviors: “I try harder to make things work” and “I pray for guidance and strength.”  
Women utilized both behaviors more often than men. Although additional variables 
approached significance, no further age and gender differences were observed on the 
active and religious coping composites, perceived economic status, or the social variable 
of time spent with someone.  
Because the sample was combined from two different phases of the study, cohort 
differences (participants in phase one vs. phase three) were also assessed. Differences 
were observed for one of the individual coping items: “religious beliefs.” The percentage 
of participants that were high on beliefs did differ by phase, χ2 (1, N = 111) = 5.10, p = 
.03, with the later cohort reporting higher usage of religious beliefs. No further cohort 
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differences were found on other study variables. Additional analyses that examined the 
interaction of age and cohort were conducted but no significant findings were obtained. 
Additional analyses were conducted to determine the interdependence of the 
individual, financial, and social resources. As indicated in Table 8, two resource 
categories, individual and financial, were found to be associated with one another. 
Associations were tested in two separate regressions, controlling for the full set of 
demographic and resource variables. Active coping behaviors predicted perceived 
economic status, β = -.28, p < .05. Perceived economic status predicted active coping 
behaviors, β = -.37, p < .05. Contrary to expectations, higher perceived economic status 
was associated with lower levels of active coping.  
Discussion 
The purpose of this study was to explore individual, social and financial resources 
available to African American older adults. Age and gender were included as predictors 
of each of these resource categories. We hypothesized significant age and gender 
differences for all resource categories. 
Overall, African American older adults reported high levels of resources. It must 
be noted that a positive response bias may have played a role in the ratings older 
participants made of their resources. Gender differences were obtained for individual 
resources and age differences were obtained for two resource variables. For individual 
resources, women exhibited higher mean levels of active coping behaviors than men. 
This was consistent with the work of Barusch and Spaid (1989), who reported women 
using more coping behaviors than men. However, this was contrary to previous findings 
that men utilize active coping behaviors more than women (Marcus & Jaeger, 1984; 
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Siegler & George, 1983), but this difference may be due to the methodological 
differences in that some studies utilized qualitative and others used quantitative 
approaches.  
Gender differences were observed on religious coping with women using 
“praying for guidance and strength” more than men. This was consistent with the 
religious coping literature reporting that for African-American women religion and 
spirituality were key coping mechanisms for how they chose to deal with problems due to 
race, class, gender, and other hassles of life (Brodsky, 2000; Dodson & Townsend-
Gilkes, 1986; Grant, 1989; Higginbotham, 1997; McKay, 1989; Mattis, 2001). Praying 
has been reported as a key coping behavior during times of severe distress regardless of 
the current level of religious involvement (McAdoo, 1995; Neighbors et al., 1998) 
Matud (2004) reported that women scored higher than men on somatic symptoms 
and psychological distress and viewed their life events as more negative and less 
controllable. Older African-American women have to deal with disadvantages associated 
with gender and race, in addition to the concerns that stem from aging (i.e., chronic 
disease, age discrimination, etc.). Due to their risk of physical and mental health 
problems (Williams & Williams-Morris, 2000), Black women may utilize higher levels 
of coping behaviors than their male peers to combat their higher stress burdens. This 
finding was in agreement with Dressler (1985) who found the effects of active coping 
were different for Southern Black men and Black women as active coping served as a 
buffering effect to stressors for women and compounded the issues for men. 
One age difference was found for coping behaviors. Centenarians were less likely 
to “keep going over a situation in their mind” than octogenarians. This suggest that 
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centenarians may be fully aware of their limitations and resources and are still able to 
problem solve. They recognize that ruminating over a situation does not change the 
situation or their well-being.  
A contextual perspective indicates that age differences in coping may result from 
changes in the problems that people have to encounter. In earlier ages (18-65 years), men 
report more relationship-, finance-, and work-related life events than women. These types 
of specific stressors do not exist for them as in older age as they may be widowed and 
retired (Folkman et al., 1987; Matud, 2004). On the other hand, women (ages 18-65) 
listed more family- and health-related events, which tend to increase with age (Matud, 
2004). Thus, events that require active coping may be more common in the lives of older 
African American women than men. Older women, who may serve as the matriarchs of 
the family, may benefit more from the use of active coping because of their 
responsibilities for their extended family and their increasing health problems. 
Centenarians differed from octogenarians in social contact. Centenarians reported 
talking significantly less on the phone than their younger counterparts. This may be due 
to their increase in physical limitations, particularly hearing impairments, and the nature 
of relationships they tend to foster. As people get older, their social networks tend to 
decrease in size. This was particularly true for the oldest old age group (Martin et al., 
1996). Although social networks get smaller, they tend to increase in relationship quality 
as the focus tends to shift towards relationships deemed most important such as those 
with family members. It should also be noted that centenarians did not differ from 
sexagenarians in social contact, which may be a result from sexagenarians still in the 
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work force which allows for more opportunities for social contact than octogenarians 
who are likely to be retired.  
There were no significant gender differences in social resources. This was an 
unexpected finding as we hypothesized that women would report higher levels of social 
resources as they tend to have larger social networks and more sources of informal 
support (Antonucci, 1990).  
We also expected age group and gender differences on financial resources. 
Although older individuals are likely to have lower financial resources, they do rate their 
financial satisfaction levels higher than younger adults at similar income levels (Hansen, 
Slagsvold, & Moum, 2008). Younger adults, such as sexagenarians, were expected to be 
higher in financial resources as they could still be active in the workforce, in addition to 
having higher supplemental incomes. Women were anticipated to have lower financial 
resources as they typically have less access to financial opportunities with high earning 
potentials than men across their life span as they experience wage discrimination and take 
more time out of the work force for childrearing (Stanley & Jarrell, 1998; 
Weichselbaumer, & Winter-Ebmer, 2005). However, none of these differences were 
significant in this study, possibly due to the subjective self-report measures of both 
economic and social resources. 
Another interesting finding was the differences between earlier and later cohorts. 
Earlier-born cohorts were expected to be lower in resources compared to those born in 
later years, which was partially supported. Later-born cohorts were higher on one coping 
behavior, “religious beliefs.”  
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It may be the case that differences exist between cohorts due to the changing 
sociopolitical times. Later-born cohorts were in early adulthood when the political civil 
rights activities occurred, which involved primarily the recruitment of younger people 
(Crawford, Rouse, & Woods, 1990). Our younger cohort members were college age 
during this time, whereas the older cohort members were in their 40s and 50s. Our 
finding was inconsistent with findings from Cho et al. (2012). Cho and colleagues (2012) 
found the earlier cohort to be higher in social resources, particularly in time spent with 
others.  
Cohort differences were not observed in perceived economic status in the current 
study, which was unexpected as it was inconsistent with the literature. In a similar study 
examining cohort differences in resources, perceived economic status was higher in the 
later cohort (Cho et al., 2012). The could be a result of lack of economic opportunities as 
Blacks living in the South during the Jim Crow era did not advance economically at the 
same rate as Whites did due to wage discrimination practices (Kain, 1968). This could 
suggest that older African American who were aware of wage discrimination practices 
could have socially compared themselves to their peers who benefited from such 
practices and perceived their resources as low.   
A closer look at the data indicated an interrelationship between two resources, 
active coping and perceived economic status. Each resource was negatively predictive of 
the other. In contrast to our findings, however, Caplan and Schooler (2007) reported that 
low socioeconomic status predicted the use of less active coping. Martin and Lee (1992) 
had also reported that low socioeconomic status predicted passive coping. It may be that 
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in our study people with higher levels of financial resources were not required to engage 
in active coping because their needs were largely met.   
Unsurprisingly, education of was predictive of perceived financial resources, 
which was consistent with the socioeconomics literature (Kincheloe & Steinberg, 2007). 
Educational attainment level provides access to higher social economic classes which 
could result in older adults to perceive themselves as adequate or high in financial 
resources. 
Contrary to expectations, this research did not find a significant association 
between coping resources and social resources (Billing & Moos, 1981; Dunkel-Schetter, 
Folkman & Lazarus, 1987; Mccoll, Lei & Skinner, 1995). This was surprising as we 
expected this relationship. However, the social resource measure’s reliability was quite 
low, which may have limited the magnitude of its correlations with other variables.  
Limitations of this study should be noted. First, the sample consisted of older 
African Americans from only Georgia, making it difficult to generalize to all older 
African Americans. Second, the number of participants was fairly low, but this was 
similar to other study sample sizes as this population was difficult to recruit and retain. 
Third, some of the subjective self-report measures may not have yielded accurate 
information because participants may not have been willing to share information they 
perceived as being more personal and confidential. Furthermore, the measures of coping 
and social resources had relatively low reliability, which may have limited the magnitude 
of their associations with other variables. Having more objective measures may have 
yielded different findings. Data on the subgroups of the Black population such as those 
from African or Caribbean immigrant backgrounds were not available. Data such as this 
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would further illustrate the heterogeneity of the African American population. Lastly, the 
use of cross-sectional data did not allow us to test for causal relationships. A longitudinal 
design would afford the opportunity to study possible cohort effects over time. Future 
studies should consider a design that includes sampling a more nationally representative 
population of African Americans with both objective and subjective measures. Of course, 
it is important to replicate the current findings in future samples.  
Despite these limitations, this study underscores the importance of resources in 
the lives of African American older adults to adapt to changes that occur later in their 
development. Overall, older African Americans perceived themselves as having adequate 
amounts of resources. The perception of having sufficient resources was very common 
among older African-American adults (Johnson, 2014). Female centenarians tend to 
activate more coping strategies within their lives which may indicate that they may have 
more daily stressors than male centenarians. Centenarians spend significantly less time 
talking to people than those in younger age groups which may lead them to feeling more 
isolated and susceptible to depression. Programs that support centenarians with their daily 
needs and offer opportunities for social networking may be beneficial to this group of 
expert survivors. Future research is needed to determine the impact of resources on the 
overall health outcomes of African-American older adults.
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Table 1 
 
Sample Demographic Characteristics  
 
Variables      N   Percent 
Gender         
   Male        43     34.4 
   Female        82     65.6 
   Total             125    
Age  
   Sexagenarian      30     24.0 
   Octogenarian     33     26.4 
   Centenarian       62     49.6 
   Total        125 
Education 
   Less than high school      76     61.8 
   Completed high school    11       8.9 
   Some post-secondary    13     10.6 
   College graduate or higher    23     18.7 
   Total                                                   123 
Marital Status 
   Currently Married       28     22.6 
   Separated           3       2.4 
   Divorced            2       1.6 
   Widowed        85     68.5 
   Never Been Married          6       4.8 
   Total             124 
Residential Type 
   House/Apartment        89     71.8 
   Assisted Living       30     24.2 
   Nursing Home           5       4.0 
   Total             124 
  
75 
 
Table 2 
 
Descriptive Statistics for Study Variables 
 
 M SD Min-
Max 
1. IR: Active Coping (n =110) 2.49 .80 0-3 
2. IR: Religious Coping (n =110) 1.92 .32 0-2 
3. FR: Perceived Economic Status (n =96) 4.36 1.63 1-6 
4. SR: Number of people know well enough (n =120) 2.84 .53 0-3 
5. SR: Number of times you talk to someone (n =120) 2.27 .95 0-3 
6. SR: Number of times you spend time with someone (n =120) 1.97 .78 0-3 
Note. IR=Individual Resource, FR=Financial Resources, SR=Social Resources 
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Table 3  
Correlation Among the Study Variables 
 
Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 
1. Age  -             
2. Gender .17† -            
3. Cognition -.52*** .14 -           
4. Education -.34*** .09 
.52*
** 
-          
5. Widowed .42*** 
      
.44*** 
-
.27*
* 
-.22* -         
6. Independent Living .24** .17† .03 .09 .06 -        
7. Active Coping -.20* .07 .20* .18† -.14 -.01 -       
8. Religious Coping  .14 .21* -.12 -.10* .04 .14 .14 -      
9. Financial Resources .02 .11 
.28*
* 
.46*** -.07 .08 -.18† .00 -     
10. Social Network  - .26** .06 
.27*
* 
.23* 
-
.20* 
.14 .22* .04 .10 -   
11. Social Talk -.15† .13 .19* .15† .10 .18† .04 -.11 .14 .24** -  
12. Social Spend Time .01 -.05 -.00 .06 .00 -.11 -.01 .-15 .19† .17† .13 - 
†p < .10. *p < .05. ** p < 01. *** p < .001. 
Note. Pairwise deletion was used in this table.  
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Table 4  
Frequencies of Coping Behaviors 
Coping Behavior Yes % 
1. Take one day at a time 109 97.3 
2. Pray for guidance and strength 109 97.3 
3. Religious beliefs 106 95.5 
4. Hard to make things work 100 89.3 
5. Talk with my doctor about problems 94 85.5 
6. Positive from situation  91 82.0 
7. Talk with family about problems 83 73.5 
8. Don’t worry about it 81 73.0 
9. Going over the situation 81 72.3 
10. Accept it 78 72.2 
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Table 5  
Mean Age and Gender Differences for Individual Resources, Financial Resources, and Social Resources 
Resources     Males   Females 
     60s 80s 100+  60s 80s 100+  FAge(A)  η2  FGender(G) η2 FAXG η2 
Individual (Active)  2.42 2.64 2.23  2.79 2.83 2.30  3.16*  .06 1.69  .02 .27 .01 
Individual (Religious)   1.75 1.67 2.00  2.00 1.95 1.98  2.08  .04 9.82*  .09 3.60* .07 
Financial Resources  4.38 4.17 3.82  4.36 4.36 4.63  .06  .00 .80  .01 .51 .01 
Social (Social Network) 3.00 2.92 2.50  3.00 3.00 2.74  5.95** .09 1.11  .01 .52 .01 
Social (Times Talk)   2.07 2.58 1.71  2.43 2.81 2.11  6.54** .10 3.32  .03 .09 .00  
Social (Time Spent)  2.00 2.16 1.92  2.00 1.76 2.02  .02  .00 .43  .00 .94 .02 
*p < .05. **p < .01. ***p < .001. 
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Table 6 
 
Age Differences for Individual Coping Items  
 
Coping Item      60s   80s   100+  χ2 
       N Percent N  Percent N  Percent 
        Agree  Agree  Agree 
Tried hard to make things work  25 92.6  28 93.3  47 85.5  1.66 
Talk with family about problems  21 77.8  26 86.7  36 64.3  5.35 
Takes it one day at a time   26 96.3  28 93.3  55 100  3.45 
Talk with my doctor about problems 24 92.3  27 93.1  53 78.2  4.68 
Pray for guidance and strength   25 92.6  29 96.7  55 100  3.87 
Don’t worry about it    17 63.0  20 71.4  44 78.6  2.29 
Accept it      18 72.0  19 63.3  41 77.4  1.87 
Positive from situation    25 92.6  25 86.2  41 74.5  4.46 
Religious beliefs     26 96.3  25 89.3  55 98.2  3.51 
Going over the situation   27 97.2  21 70.0  33 60.0  14.58*** 
*p < .05. **p < .01. ***p < .001. 
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Table 7 
 
Gender Differences for Individual Coping Items  
_____________________________________________________________________________________ 
Coping Item         Male      Female  χ2 
       N Percent  N  Percent  
_____________________________________________________________________________________ 
Tried hard to make things work  29 80.6   71 93.4  4.22* 
Talk with family about problems  28 75.7   55 72.4  .140 
Takes it one day at a time   34 94.4   75 98.7  1.68 
Talk with my doctor about problems 30 83.3   64 86.5  .194 
Pray for guidance and strength   34 91.9   75 100  6.24* 
Don’t worry about it    22 62.9   59 77.6  2.65 
Accept it      23 67.6   55 74.3  .518  
Positive from situation    29 82.9   62 81.6  .027 
Religious beliefs     32 91.4   74 97.4  1.97 
Going over the situation   26 72.2   55 72.4  .000 
______________________________________________________________________________________ 
*p < .05. **p < .01. ***p < .001.
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Table 8. 
 Predictors of Individual, Financial, and Social Resources. 
 B SE β t  
 Active Coping 
Age .01 .14 .01 .06  
Gender (Female) .12 .21 .07 .59  
Cognition .03 .03 .14 1.01  
Education .08 .05 .25 1.85  
Widowed -.20 .22 -.11 -.90  
Independent Living -.09 .20 -.05 -.44  
Religious Coping .47 .27 .19 1.76  
Perceived Economic Status -.18 .06 -.37 -3.07 ** 
Social Resources .06 .06 .12 1.14  
R2 .20     
F value 2.12 *    
 Religious Coping 
Age -.00 .06 -.01 -.07  
Gender (Female) .18 .09 .26 2.11 * 
Cognition -.02 .01 -.17 -1.18  
Education -.01 .02 -.15 -1.06  
Widowed -.09 .09 -.12 -.93  
Independent Living .09 .09 .13 1.12  
Active Coping .08 .05 .20 1.76  
Perceived Economic Status .03 .03 .14 1.07  
Social Resources -.03 .02 -.15 -1.37  
R2 .15     
F value 1.51     
 Perceived Economic Status 
Age .57 .24 .29 2.37 * 
Gender (Female) .09 .38 .03 .23  
Cognition .10 .06 .20 1.61  
Education .33 .08 .47 4.34 *** 
Widowed -.30 .40 -.08 -.74  
Independent Living -.25 .37     -.07      -.69   
Active Coping -.60 .19 -.29 -3.07 ** 
Religious Coping .52 .49 .10 1.07  
Social Resources .18 .10 .17 1.82  
R2 .37     
F value 5.06 ***    
 Social Resources 
Age -.42 .27 -.22 -1.57  
Gender (Female) .15 .42 .05 .36  
Cognition .00 .07 .00 .03  
Education -.01 .09 -.02 -.14  
Widowed .32 .44 .10 .72  
Independent Living .53 .41 .15 1.30   
Active Coping .26 .23 .13 1.14  
Religious Coping -.73 .54 -.15 -1.37  
Perceived Economic Status .22 .12 .24 1.81  
R2 .14     
F value 1.39     
*p < .05. **p < .01. ***p < .001. 
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Figure 1. Study participant tree.  
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Abstract 
The purpose of this study was to examine the impact of early life influences (e.g., 
education, childhood life events, and childhood financial well-being) and present 
psychosocial resources (i.e., individual, financial, and social) on current developmental 
health outcomes of perceived physical and functional health in a sample of older African 
Americans in their 60s, 80s, and 100s. Using data from the Georgia Centenarian Study, 
participants included 125 African American older adults who were interviewed about 
their perceived physical and functional health, psychosocial resources and early life 
influences. Results from the structural equation model indicated a good fit. High levels of 
social and financial resources predicted higher functional health status. Financial 
resources also positively predicted perceived physical health. Surprisingly, educational 
attainment was negatively related to functional abilities. Women and those in older age 
groups reported lower levels of functional abilities. Two indirect effects of distal 
influences on health outcomes were significant. The findings are of direct practical 
relevance and can be used to more readily identify older African Americans who may be 
susceptible to low perceived physical and functional health due to distal and proximal 
influences. 
Keywords: African American, Centenarians, Resources, Physical Health, Functional 
Health
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The Impact of Psychosocial Resources on the Physical and Functional Health  
of African-American Older Adults 
Physical and functional health status are powerful determinants of an individual’s 
quality of life (Keeler et al., 2010; Soubeyran et al., 2012). As people progress in age, 
they are expected to experience some decline in their physical and functional health 
status. However, the health outcomes and life expectancies for people of African descent 
have been found to be poorer than that of any other ethnic groups across the world (Kaba, 
2009). In the United States, African Americans are at high risk for the development of 
multiple morbidities (National Center for Health Statistics, NCHS, 2012). There are 
many factors that can explain why African Americans are susceptible to chronic illnesses, 
some of which are associated with poverty, racism, and a lack of resources and access to 
competent and culturally appropriate care over their life span (Baum & Garofalo, & Yali, 
1999; Clark et al., 1999; Well et al., 2001). Despite these disadvantages, African 
Americans have been able to surpass their anticipated life expectancy, with many 
reaching centenarian status.  
In 2010, there were an estimated 6,516 African American centenarians living in 
the United States (U.S. Census, 2010). Many questions remain unanswered regarding 
aging among African Americans. How have so many African-American older adults 
surpassed these difficult life conditions and expectancy rates?  How influential are their 
experiences and factors from earlier life stages on current health?  What role does an 
individual’s current access to resources play in determining their physical and functional 
health outcomes?  Psychosocial resources include individual resources (e.g., adaptive 
personality traits, coping styles), social resources (e.g., being embedded in a network, 
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social contact, social support) and financial resources (e.g., sufficient funds to meet 
expenses and to deal with emergencies). In this paper, we propose a model examining the 
effects of early life (distal) experiences and present (proximal) resources on the current 
physical and functional health status of African American older adults.  
Distal Influences  
Considerable attention has been paid to the impact early life experiences have 
across the developmental life span (Anda et al., 2009; Miller & Chen, 2010; Su et al., 
2014). Traumatic losses in childhood have also been identified as a possible risk factor 
for later life health problems. Luecken and Roubinov (2012) found death of a parent in 
early childhood resulted in poorer physical health outcomes. They posited that this 
particular early life event affects the biological regulatory system through disruption 
which impacts physical health outcomes over time. The extreme life event of losing a 
parent has implications for health and well-being in later years which further can 
influence the personal resources and social resources of an individual, (Agnew et al., 
2000, Krause, 1998). Early experiences (or the lack thereof) are important to health, 
especially for older adults (Andersson & Stevens, 1993, Poon & Knight, 2012). Although 
most research has shown an impact of early parental death on health, there is also 
evidence that parental death in childhood does not have a significant effect on 
comorbidity (Tennant, Bebbington & Hurry, 1980). This study tested the association of 
early loss on later health outcomes. 
There is a large body of research that has revealed the strong association between 
socioeconomic status and health outcomes. Evidence has grown to support the claim that 
socioeconomic condition during childhood has lasting implications for health in later life 
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and mortality (Montez & Hayward; 2014; Smith et al., 1998). Guralnik and colleagues 
(2006) found socioeconomic status during childhood predicted physical functioning at 
midlife. The cumulative advantage/disadvantage perspective posits that health social 
inequalities begin early in life and increase and compound over time (Dannefer, 2003). In 
the last several decades, research has provided ample support that childhood financial 
well-being has a significant effect on adult health outcomes above and beyond people’s 
adulthood socioeconomic level (Cohen et al., 2010; Galobardes, Lynch & Smith; 2004; 
2008). In extensive literature reviews, Galobardes et al. (2004; 2008) and Pollitt et al. 
(2005) concluded that individuals who experienced low socioeconomic status during 
childhood were at increased risk for mortality due to various diseases. Lower 
socioeconomic status in childhood is expected to limit opportunities in education and 
career, and leave individuals susceptible to poorer health status and behaviors that 
continue into late adulthood. African Americans, as well as other ethnic minorities, 
constitute larger proportions of the lower socioeconomic levels across their entire life 
span (Williams, 1990); as a result, many African Americans encounter health problems as 
they get older. In the current study, we tested the association of childhood economic 
status on health in late adulthood among African Americans. 
There is overwhelming evidence that level of educational attainment affects 
health outcomes (Cutler & Lleras-Muney, 2006; Ross & Mirowsky, 1999; Silles, 2009). 
Higher levels of education are associated with positive health outcomes (Cutler & Lleras-
Muney, 2006; Silles, 2009). The effect of education is found for both health behaviors 
and health status with no differences found between Blacks and Whites and men and 
woman (Cutler & Lleras-Muney, 2006). The education to health effect does decrease 
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with age (Cutler & Lleras-Muney, 2006), however, differences in the rate of health 
decline associated with level of education exist in adulthood and there has been a 
growing trend over the last decades (Mirowsky & Ross, 2008).  In the current study, we 
tested education as a predictor of health across the developmental life span.  
Proximal Resources  
In the literature, several studies have highlighted the importance of proximal 
resources on current health outcomes (Arnold et al., 2010; Bishop, Martin, & Poon, 2006; 
Martin, 2002; Martin & Martin 2002). There is a substantial literature that demonstrates 
the importance of current socioeconomic status on health outcomes (Adler et al., 1994; 
Adler & Ostrove, 1999; Gallo & Matthews; 2003; Pickett & Pearl, 2001). Although 
socioeconomic status is important to everyone’s health, individuals from lower 
socioeconomic statuses are at greater disadvantage as they are more likely to report lower 
levels of healthcare knowledge, healthy behavior practices, and usage of specialized and 
preventive care than individuals from higher socioeconomic statuses (Pratt, 1971). In a 
ten-year study of morbidity and mortality, both were shown to improve at each step up in 
occupational grade, indicating the benefits of increasing socioeconomic levels (Marmot, 
Shipley & Rose, 1984). Although there is evidence to support a reciprocal relationship 
between health and socioeconomic status, most research supports a causal relationship 
with socioeconomic status impacting health status (social causation) (Adler & Ostrove, 
1999; Fox et al., 1985; Haan et al., 1989). In the current study, we tested the association 
between socioeconomic status and health in old age.  
Psychosocial resources are vital influences on health outcomes (Taylor, 2011). 
One such resource is adaptive coping. The concept of coping has been widely studied. An 
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ongoing debate concerns whether coping should be viewed as a trait (i.e., coping styles) 
or as a process that is applied in distinct ways following specific stressors (e.g., emotion 
focused, problem focused) (Goldstein, 1973; Haan, 1969; Menninger, 1963; Penley, 
Tomaka & Wiebe, 2002; Vaillant, 1977). Coping is reliably associated with health 
outcomes regardless of the measurement approach used; however, the stability, direction, 
and strength of the associations vary across specific types of coping behaviors (Aldwin & 
Park, 2004; Penley, Tomaka, & Wiebe, 2002). In a meta-analysis examining associations 
between coping and physical and psychological health, Penley, Tomaka and Wiebe 
(2002) expressed the need for additional research investigating the associations between 
coping and health outcomes, particularly physical health outcomes. Similar suggestions 
were also found in a literature review of coping and physical health outcomes (Aldwin & 
Park, 2004).  
Studies have shown active coping to be related to health outcomes (Gil et al., 
2000; Montel, Albertini, Desnuelle, & Spitz, 2012). Active coping is defined as 
intentional behavioral and cognitive actions that are utilized to improve a problem or 
situation. Physical health deteriorated less in individuals with greater use of active coping 
behaviors (Park & Adler, 2003). Previous research has shown that use of active coping 
behaviors has both positive physical and mental health benefits (Carroll, Ferrari, Cassidy, 
& Côté, 2014; Halama, 2014; Kopp et al., 2003; Zautra et al., 2008). The current study 
evaluated active coping influencing physical and functional health outcomes as a 
mechanism through which early life experiences affect present health.  
The associations between social resources and various health measures have been 
extensively studied (Berkman et al., 2000). Cohen (2004) found that different types of 
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social resources impacted physical health differently. Social support and social 
integration reduced stressful experiences while inducing health-promoting physiological 
responses (Cohen, 2004). Poor social support has a negative influence on general health 
(Shin, 2008). Cutrona and colleagues (1986) found social support to be a significant 
predictor of physical health status, with similar results supported by other studies 
(Auslander & Litwin, 1991). In the current study, social resources were tested as a 
predictor of physical and functional health outcomes.  
 It is essential to understand what resources individuals who are a part of the older 
African American community have and are able to utilize. It is equally important to know 
how these resources affect overall physical and functional health outcomes in order to 
begin to obtain normative data about the oldest African Americans. If we can identify 
which resources provide substantial health benefits for the older African American 
population, then those who work closely within these communities can promote the 
utilization of these specific resources for better long-term physical and functional health 
outcomes. 
Physical Health and Functional Health  
Physical and functional health are two of the eight health concepts measured by 
the RAND-36, one of the most widely used health-related quality of life (HRQoL) survey 
instruments (Hays & Morales, 2001). We conceptualize physical health and functional 
health as related but separable constructs. Physical health, the absence of disease and 
disease-related symptoms, and functional health, the ability to independently perform 
required activities of daily living,  have been established in the literature as important 
determinants of quality of life (Baernholdt et al., 2012).  
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Belloc and Breslow (1972, p. 49) defined physical health as being “measured 
along a spectrum ranging from severe disability to high energy level with absence of 
chronic conditions or symptoms.” Physical health has been studied objectively, but recent 
literature has frequently relied on self-rated health measures. Wu et al. (2013) found that 
self-rated health measures yielded findings that were consistent with objective measures 
of health and could be utilized as global measures of health status. The current study used 
a perceived self-rated health measure to physical health.  
A considerable amount of literature has been published on the predictors of 
physical health outcomes that examine distal and proximal influences beyond 
sociodemographics (Krause, 1998; Martin & Martin, 2002; Phillips & Carver, 2015). 
Individuals who were African American, women and from low socioeconomic status 
more frequently reported worse health conditions (Foraker et al., 2011; Franks, Gold & 
Fiscella, 2003; Gallo, Smith & Cox; 2006). Income and education serve as protective 
factors for health at older ages (Salas, 2002, Sickes & Taubaman, 1984). Active forms of 
coping, high levels of social support and cognitive functioning have been associated with 
better health (Arne et al., 2011; Kato; 2013; Penley, Tomaka & Wiebe, 2002). In older 
adults, satisfaction with level of social support was an important determinant of self-
perceived health (Krause, 1987). These findings suggest that physical health is highly 
susceptible to a variety of life span factors.  
There is growing interest in the field to determine whether there are ethnic 
variations in physical health outcomes. On self-report measures, ethnic minorities, 
specifically Blacks and Hispanic Americans, consistently evaluate their overall perceived 
health as poorer than Whites, even after controlling for socioeconomic status and other 
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health indicators (Bzostek, Goldman, & Pebley, 2007; Cagney, Browning, & Wen, 2005; 
McGee, Liao, Cao, & Cooper, 1999). This is confirmed by epidemiological studies of 
health disparities (Non, Gravlee & Mulligan, 2012; Yusuf et al., 2001). Given the 
vulnerability of older African Americans to physical health problems, it is important to 
understand predictors of good and poor physical health outcomes within this population. 
Functional health is defined as “the extent to which individuals currently perform 
their normal activities without limitation from health problems” (Shearer, Cisar & 
Greenberg, 2007, p.164) or the absence of a disability (Ramage-Morin, Shields & Martel, 
2010, p. 2). Data from several studies have identified functional health as a predictor of 
mortality risk in older adults (Christ et al., 2014; Michaud, Vera-Llonch & Oster, 2012; 
Scott et al., 1997; Wolinsky, Fitzgerald & Stump; 1997). In a self-report study of White 
and African American older adults (65+), increases in scores of inability to complete 
instrumental activities of daily living were predictive of risk of mortality over a five-year 
period after controlling for demographic, social, and health status covariates (Scott et al., 
1997). An individual’s ability to care for himself or herself with minimal assistance is 
important to maintain independence. Maintaining physical independence of activities of 
daily living is a key determinant of survival into very old age (Arai et al., 2014).  
 Education level has also been independently associated with functional health 
(Cosco, Muniz, Stephan, & Brayne, 2014; Herd, Goesling & House, 2007). In a study 
examining high, mild and low levels of functioning, individuals in the high functioning 
category consistently had more years of education than those in low and mild functioning 
categories (Cosco, Muniz, Stephan, & Brayne, 2014). Similar findings were reported by 
Leopold and Engelhartdt (2013) as differences in physical functioning and grip strength 
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between higher- and lower educated individuals were associated with education levels. 
Education was also demonstrated to be a negative predictor of the onset of functional 
limitations (Herd, Goesling & House, 2007).  
 In terms of other early life factors, such as early parental deaths and childhood 
financial well-being, studies have been inconsistent. In one study, early parental loss was 
found to affect physical health but not functional ability in later years (Krause, 1998). 
The underlying argument in favor of parental loss impacting health is that early loss of a 
parent makes an individual more susceptible to the effects of proximal stressors due to 
the lack of coping strategies that are underdeveloped because of the loss (Krause, 1998). 
Although studies have shown parental loss during childhood has implications for 
physical, mental and physiological health (Luecken, 2008; Luecken & Roubinov, 2012), 
the field has not thoroughly investigated its impact specifically on functional health.  
 This is not the case for childhood financial well-being. Several studies have 
revealed that childhood financial condition is strongly associated with objectively 
measured functional status (Guralnik, Butterworth, Wadsworth & Kuh, 2006; Haas, 
2008). Poor financial conditions during childhood are associated with more baseline 
functional limitations with higher rates of increase over time (Haas, 2008). Montez and 
Hayward (2014) found older adults (50 – 100 years) from disadvantaged neighborhoods 
lived less total and active years. Those from disadvantaged backgrounds also experienced 
longer durations of impairments over the course of their lives. This shows the lasting 
effect of early life factors across the life course on functional health. 
 Several publications have appeared over the years documenting the influence of 
gender, age and cognition on functional health (Benton, Alexander & Holland, 2014; 
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Rohlfsen & Kronenfeld, 2014). The results consistently report that women have lower 
scores on functional ability with higher rates of diagnoses and symptoms of disability 
than men (von Heideken Wågert et al., 2006). These gender differences have been found 
regardless of age (Denton, Prus & Walters, 2004; Murray et al., 2011; Murtagh & Hubert 
2004; Read & Gorman, 2010). For women, functional ability has shown to serve as a 
protective factor against the deleterious effects of other diseases so it is imperative for 
them to maintain their functional health capabilities (Benton, Alexander & Holland, 
2014).  
 Age is a strong predictor of declining functional status. In a study examining the 
health status of oldest old adults, von Heideken Wågert et al. (2006) found participants 
who were ages 85 to 90 years old were less dependent in ADLs and other functional 
abilities than individuals age 95 years and older. Cognitive function was associated with 
functional health. Individuals with lower levels of cognitive function had more difficulty 
in completing activities of daily living (Makizako et al., 2015; Stuck et al., 1999). Yam 
and Marsiske (2013) reported everyday cognition to be a predictor of self-reported 
instrumental activities of daily living.  
  The present study’s theoretical framework stems from Martin and Martin’s (2002) 
model of developmental adaptation, which posits that past and current events and 
resources influence the health and well-being of individuals across the life span. Our 
conceptual framework for the relationship between early life influences, resources and 
developmental health outcomes is depicted in Figure 1. In our adapted framework of 
Martin and Martin’s model, early life influences such as life events, childhood financial 
well-being, and education, as well as present level of coping, and social and financial 
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resources were investigated for their influence on perceived physical and functional 
health in late adulthood. The individual coping resources, financial resources, and social 
resources are viewed as the mechanisms through which distal variables may affect 
perceived physical and functional health in later life after accounting for age and gender. 
This model aids in the attempt to explain how differences in biographical and current 
experiences yield differences in health outcomes.  
 This study explores the resources that African American sexagenarians, 
octogenarians, and centenarians possess and utilize and examines the effects of these 
resources on their health outcomes. The specific aims for this study are to answer the 
following question:  
 What is the relationship between psychosocial resources and the general perceived 
physical and functional health of African Americans?  We expected that individuals’ 
developmental history would affect their personal resources, which in turn, would affect 
their social and financial assets. Perceived physical and functional health statuses were 
expected to be functions of individual, social, and financial resources. 
Methods 
Data for the current study come from the Georgia Centenarian Study (GCS). The 
GCS is an investigation of longevity and survival of the oldest old that took place from 
1988 to 2009 in three study phases. Participants were pooled from a population-based 
sample of 701 community-dwelling and institutionalized centenarians (i.e., those aged 98 
years and older), octogenarians (i.e., those aged 80 to 89 years) and sexagenarians (i.e., 
those aged 60 to 69 years) from the Georgia Centenarian Study (GCS). The sample 
consisted of two cohorts collected from two separate phases, one and three. Individuals 
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born between 1881 and 1895 were part of phase one and classified as the earlier cohort. 
The later cohort was part of phase three and included persons born between 1901 and 
1907. Phase two was a longitudinal follow up and was not considered for this study. 
The analytic sample used in our investigation consists solely of African-American 
older adults. Participants who scored less than 17 on the Mini-Mental State Exam 
(MMSE) scale were identified as cognitively unstable and removed from further 
analyses. It should be noted that participants from phase one were required to score in the 
normal range on the MMSE cognitive functioning scale. Figure 2 displays the 
participation tree depicting the selection of the final 125 study participants.  
Women (65.6 percent), centenarians (49.6 percent), and widows (68.5 comprised 
the majority of the sample. Most participants reported having less than a high school 
education.  
Measures 
 Distal variables. Education was measured in intervals, ranging from 0 years of 
schooling up to the post graduate college level. Childhood financial well-being assessed 
perceptions of early life socioeconomic status. Participants were asked how they rated 
their childhood financial well-being (1 = pretty well off financially, 2 = about average, 3 
= poor, and 4 = it varied). Life events consisted of a cumulative total of three yes = 1 or 
no = 1 early death experiences of a father, mother or friend. An event that occurred prior 
to age 18 was classified as an early life experience.  
 Individual resources. Individual resources were assessed using one measure of 
coping, active coping (α = .52). Active coping asked participants if they: “Try hard to 
make things work,” “talk with their family about problems,” and “talk to their doctor 
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about problems.” Active coping was coded as 0 = no and 1 = yes with a mean score 
utilized.  
 Social resources. Social resources were assessed with three questions from the 
OARS multidimensional Functional Assessment Questionnaire (Fillenbaum, 1988). 
Participants were assessed regarding the extent and type of contact they had with others. 
Participants were asked “what is the number of people you know well enough” ( 0= 
none, 1 = one or two, 2 = three or four, or 3 = five or more), “how many times you 
talked to someone in the past week” ( 0= not at all, 1 = once per week, 2 = two to six 
times per week, or 3 = once a day or more), and “how many times you spent time with 
someone in the past week” ( 0= not at all, 1 = once per week, 2 = two to six times per 
week, or 3 = once a day or more).  The three social resource indicators were added and a 
mean scale was computed. Burholt et al. (2007) examined the OARS Social Resource 
variable and noted that this measure is best understood as an assessment of the type of 
structure of the social resources older adults have available to them. Due to the 
assessment of the varied aspects of social resources, items are unlikely to have high 
internal consistency and inter-item correlations. Recent studies have utilized this measure 
of social resources (Randall et al., 2010), and Herbert and Cohen (1996) further discussed 
the similar checklist assessments. 
 Financial resources. Perceived economic status (α = .81) was assessed using the 
economic scales from the Duke OARS (Fillenbaum, 1988). Participants self-assessed 
their financial resources using the following yes or no questions: “are your assets and 
financial resources sufficient to meet emergencies?” and “at the present time, do you feel 
that you will have enough for your needs in the future?”  Participants were also 
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questioned as to “whether their expenses were so heavy that they”: cannot meet the 
payments, can barely meet the payments, or payments are no problem. Lastly, 
respondents answered “How well does the amount of money you have take care of your 
needs:” very well, fairly well, or poorly. Items were combined to make a mean scale of 
perceived economic status.  
 Perceived physical health. Perceived physical health was assessed by one item: 
“how would you rate your health at the present time?” Responses were 0 = poor, 1 = 
fair, 2 = good, and 3 = excellent. This item was drawn from the Duke Older Americans 
Resources and Services (OARS, Fillenbaum, 1988) scale which was designed to identify 
community dwelling elderly who need supports and services to continue living in the 
community. 
 Functional health. Activities of daily living (ADL) (α = .74) included two multi-
item indicators to assess functional health status: instrumental activities of daily living 
(IADL) and physical activities of daily living (PADL) from the OARS scale (OARS, 
Fillenbaum, 1988). Seven items constituted IADL: “Can you use the telephone,” “can 
you get to places out of walking distance,” “can you go shopping for groceries or 
clothes,” “can you prepare your own meals;” “can you do housework,” “can you take 
your own medicine,” and “can you handle your own money?” The remaining six items 
assessed PADL: “Can you eat,” “can you dress and undress yourself,” “can you take care 
of your own appearance,” “can you walk,” “can you get in and out of bed,” and “can you 
take a bath or shower?”  
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 Other potential confounding influences. All analyses controlled for gender (0 = 
male, 1 = female), age category (sexagenarians = 1, octogenarians = 2, centenarians = 
3), and level of cognitive functioning (MMSE, ranging from 17 to 30).  
Results 
Descriptive statistics are summarized in Table 1. African Americans were not 
high in their education level and childhood economic well-being. They were fairly high 
in financial and social resources, but low in active coping behaviors. They perceived 
themselves to be in moderately good health and functional abilities. Structural equation 
modeling was used to estimate the effects of age, gender, level of cognitive function, 
education, and childhood financial condition on present resources of active coping, social 
resources, and financial resources. In addition, the effects of these measures on health 
outcome variables of perceived physical health and functional health were estimated. The 
full structural model was tested using Mplus Version 7 (Muthen & Muthen, 2012). 
Correlation coefficients among the study variables are presented in Table 2. 
Education correlated with level of social resources (r = .20, p < .05). Social and financial 
resources were correlated with perceived physical health (r = .18, p < .05 and r = .28, p < 
.001, respectively). Perceived physical health was positively correlated with level of 
education r =.18 (p < .05). Functional health was significantly correlated with perceived 
physical health (r =.39, p < .001). Neither perceived physical health nor functional health 
were correlated with active coping.  
Structural equation modeling was conducted to assess the hypothesized, a 
modified, and a parsimonious (“trimmed”) model. The hypothesized model resulted in a 
good fit to the data, χ2 (7) = 9.43, p = .22. Alternative fit indices also suggested an 
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acceptable fit, CFI = .98, SRMR = 0.02, RMSEA = 0.06. The results of the structural 
model are summarized in Table 3. Modification indices were inspected to improve the 
model. Modification indices suggested a direct path from education to functional health. 
This modification resulted in a model fit of χ2 (df = 6) = 2.09, p = .91, CFI = 1.0; 
RMSEA = .00 and SRMR = .01.  
The results of the structural model are summarized in Table in Table 4. Several 
significant relationships emerged. There was a positive association between financial 
resources and perceived physical health. Women and older age groups reported lower 
levels of functional abilities. Functional health was predicted by social and financial 
resources. High levels of social resources and perceived economic status predicted 
reports of higher functional health. Unexpectedly, a negative relationship existed between 
education and functional health. Higher levels of education predicted poorer functional 
health. Perceived economic status was negatively related to active coping. Older age 
predicted higher levels of perceived economic status. Perceived economic status was 
positively associated with level of education. Higher levels of education predicted higher 
reports of active coping. The indirect effects of distal influences on perceived health 
outcomes through present resources were examined and tested 1000 times with the 
bootstrap procedure and one indirect effect emerged. There was a significant indirect 
effect of education on both perceived physical health and functional health through 
financial resources, b = 0.034, CI [0.006, 0.078], b = 0.101, CI [0.02, 0.256], 
respectively.  
Although the hypothesized model resulted in a good fit, a more parsimonious 
model was tested as several variable paths were not statistically related to outcome 
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variables. The following direct paths were found non-significant: from education, 
childhood financial condition, and early life events to social resources; from childhood 
financial condition, early life events, and social resources to active coping; from early life 
events and social resources to perceived physical health; and childhood financial 
condition, early life events and active coping to functional health. A model that 
constrained these relationships to zero resulted in χ2 (df = 17) = 14.25, p = .65, CFI = 1.0; 
RMSEA = .00 and SRMR = .03. The results of the structural model are summarized in 
Table 5. One additional path was gained with age group predicting perceived physical 
health. Younger age groups self-rated their physical health higher than older age groups. 
The fit of the trimmed model remained good, χ2 (df = 5) = 4.05, p = .54, CFI = 1.0; 
RMSEA = .00 and SRMR = .03. The model is depicted in Figure 3. Table 6 displays the 
fit indices of the first three tested models.  
Discussion 
This paper was a contribution to the ongoing discussion about the impact of distal 
and proximal resources on current developmental health outcomes in minority aging 
populations. To our knowledge, this study was the first to investigate this impact with 
particular emphasis on the oldest old African American population. The purpose was to 
understand the influences of distal and proximal resources on health in late adulthood in 
order to promote better health outcomes in the African American older adult population.  
Our initial model investigated physical health and functional health as a function 
of early life influences of education, childhood financial well-being, and life events and 
proximal social and financial resources and active coping. The data fit the model well and 
resulted in several significant findings. 
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Age was a significant predictor of perceived physical health. Older age was 
associated with lower ratings of perceived physical health, which was consistent with 
other studies that reported oldest-old men and women are in poorer health when 
compared to the young-old adults (Molarius & Janson, 2002; Smith et al., 2002). It 
should be noted that there are studies that have found varied results for age, as Idler 
(1993) found those 65 and older tended to exaggerate the positive in their health 
assessments, whereas Rubin and Zimmer (2015) found the older-old (80 and older) did 
not consider pain in their self-assessed health resulting in more positive ratings as other 
age groups included their general pain in their personal assessments and reported poor or 
fair health. 
Social resources predicted functional health. The positive relationship between 
social resources and functional health concurs with previous studies that have shown 
varied types of social resources to be protective factors against functional decline 
(Lachman & Agrigoroaei, 2010; Muramatsu, Yin, Hedeker, 2010). One explanation was 
that social support positively impacts the health behaviors of an individual. Changes in 
health behaviors have positive consequences for an individual’s functional health 
abilities, consistent with the literature on social support and physical health outcomes 
(Berkman & Glass, 2000; Di Matteo, 2004; Uchino, 2006).  
Financial resources positively predicted functional health which suggests that 
older adults who perceive that they have adequate financial resources report that they are 
able to continue to perform their everyday tasks independently, perhaps because they can 
afford assistive devices or personnel. Research strongly supports that financial resources 
have a positive association with health outcomes (Adler et al., 1994; Adler & Ostrove, 
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1999; Fox et al., 1985; Haan et al., 1989). The access to financial resources may allow 
older adults to choose how they manage their health through methods such as buying 
medicine or hiring in-home care.   
Age, gender, and education were all predictors of functional health status. 
Consistent with previous work, older adults and women were more likely to report lower 
functional health as these groups are more susceptible to declining functional status 
(Denton, Prus & Walters, 2004; Murray et al., 2011; Murtagh & Hubert 2004; Read & 
Gorman, 2010; von Heideken Wågert et al., 2006). Rohlfsen and Kronenfeld (2014) 
suggested the gender gap exists earlier in life and continues into old age.  
One of the most surprising findings was the negative relationship between 
education and functional health. The finding was quite unexpected; however, education 
had an indirect positive effect on functional health through the mediation of higher 
financial resources. This finding suggests that for African-American older adults’ 
education serves as a protective factor through financial resources against declining 
functional abilities, consistent with previous research (Ross & Wu; 1996; Sims et al., 
2005). The positive direct effect of education possibly was suppressed in the model 
because financial resources has a much stronger direct effect on functional health.  
Contrary to expectations, there was not an association between social resources 
and perceived health. This was quite surprising and suggests that for older African 
American adults, their perceived social resources are not as important to their perceived 
health as it has shown to be for younger African Americans, other ethnic older adults, and 
other populations as studies have previously shown (García et al., 2005). This was 
inconsistent with findings by White, Philogene, Fine and Sinha (2009) who found that 
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after controlling for race, gender, age, and education, older persons who reported 
dissatisfaction with their social support levels also had lower perceived health than those 
who were satisfied with their support levels. It was noteworthy that despite the lack of 
finding a significant path from social to physical health, there was a significant simple 
correlation between social resources and physical health. This suggests that when 
controlling for other variables in the model, the association between social resources and 
physical health is weakened.  
Surprisingly, educational attainment level was the only early life factor to predict 
social and financial resources. Education also predicted active coping and functional 
health. This was partially consistent with research by Herd, Goesling and House (2007) 
who found education to be more predictive than income of functional limitations. Also, 
Aldwin (2004) found that many physical health issues emerge later in life and may be 
more strongly associated with recent life events than those from early developmental 
stages. However, our findings are consistent with other studies that have shown the 
positive impact of education on resources and health. 
Other studies have revealed the importance of various distal factors, such as 
childhood financial well-being to physical and functional health in later life (Galobardes, 
Lynch & Smith, 2004; Guralnik et al., 2006; Huang, Soldo, & Elo, 2011; Kuh et al., 
2002). In addition distal variables have previously been shown to predict the levels of 
active coping and social resources in African Americans and older adults (Beatty, 
Kamarck, Matthews, & Shiffman, 2011; Cutrona, Russell & Rose, 1986). The lack of 
significant effects of childhood financial well-being may be due to the competing 
influence of education and perceived economic status. Studies have demonstrated that 
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childhood financial well-being impacts health and mortality indirectly through status 
attainment and health behaviors in adulthood and midlife (Pudrovska & Anikputa, 2014). 
Case, Fertig and Paxon (2005) reported that childhood socioeconomic status shows 
relationships with adult socioeconomic status and adult health, with low financial status 
predicting poor adult socioeconomic status and health. This effect suggests that that 
childhood financial well-being places individuals at risk for low resources and poor 
health due to the lack of financial ability to invest in early life enhancements such as 
educational opportunities and health services which lead to better outcomes in later life.  
We found that education did significantly predict active coping, which was 
consistent with broader research trends that have found support for the role of education 
in promotion of active coping (Braveman, Egerter & Williams, 2011; Cutrona, Russell & 
Rose, 1986; Martin et al., 2001; Pearlin & Schooler, 1978; Zhang et al., 2011).  
A limitation of this study was that participants were sampled solely from the state 
of Georgia which limits the generalizability. The results are not necessarily generalizable 
to the overall African American/Black population. Also, this was a cross-sectional study, 
therefore causality cannot be inferred. The measures of resources were subjective and did 
not include objective forms of health. We believe a mixture of subjective and objective 
forms of measurement will further assist in understanding the narrative of African 
American older adults. Furthermore, the measures of coping and social resources had 
relatively low reliability, which may have limited the magnitude of their associations 
with other variables. Future consideration should also examine the sub-group 
classifications of Blacks, as differences in life expectancies and health have been found 
between native-born and immigrant Blacks with immigrant Blacks reporting better 
106 
 
 
outcomes (Kaba, 2009). Of course, it is important to replicate the current findings in 
future samples. 
 This research confirms previous findings and contributes to our understanding of 
physical and functional health outcomes as functions of proximal and distal influences in 
older African American adults. We attempted to develop a model that accentuates the 
major influences on developmental health outcomes specifically for African-American 
older adults. Future models should emphasize the importance of financial resources for 
perceived health, while being more receptive to the impact of proximal (social and 
financial resources) and distal (education) influences on functional heath status. A model 
of successful developmental health outcomes could serve as a framework for those who 
study and work directly with African-American older adults to continue to help this 
population on their journey of healthy aging. 
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Table 1 
Descriptive Statistics for Study Variables  
Variables M SD Min-Max 
Distal Influences    
Education (n = 123) 3.59 2.33 1-8 
Childhood Financial Well-Being (n = 110) 
 
2.06 1.07 1-4 
Childhood Life Events (n = 125) 0.43 0.60 0-2 
Social Resources    
Perceived Social Resources (n = 120) 2.36 .51 0-3 
Financial Resources     
Perceived Economic Status (n = 116) 1.15 .42 0-2 
Individual Resources    
Active Coping (n = 113) .82 .28 0-3 
Physical Health     
Perceived Physical Health (n = 122) 1.48 .67 0-2.5 
Functional Health     
Activities of Daily Living (ADLs) (n = 122) 10.99 2.30 0-13 
Control Variables 
Age group (n = 125) 
2.26 0.82 1-3 
Gender (n = 125) 
.66 0.48 0-1 
Cognition (n = 125) 
24.63 3.40 17-30 
 
 
 
  
 
 
 
1
2
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Table 2 
Correlations Among the Study Variables  
Variables 1 2 3 4 5 6 7 8 9 10 11 
1. Age  -           
2. Gender .17† -          
3. Cognition -.52*** .14 -         
4. Education -.34*** .09 .52*** -        
5. Childhood Financial Well-Being .07 .13 .02 .26* -       
6. Childhood Life Events -.08 -.04 .04 .10 -.10 -      
7. Social Resources -.18* .08 .21* .20* .02 -.01 -     
8. Financial Resources .08 .12 .25** .41***  .25* -.07 .08 -    
9. Active Coping -.22* .10 .25** .21* .06 -.05 .09 -.11 -   
10. Perceived Physical Health  -.19* -.05 .11 .18* .11 .11 .18* .28** -.11 -  
11. Functional Health -.66*** -.25** .38*** .16† -.05 .04 .28** .10 .16† .39*** - 
†p < .10. *p < .05. ** p < .01. *** p < .001. 
Note. Pairwise deletion was used in this table. 
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Table 3 
Summary of Multiple Regression Analyses of Hypothesized Model for Variables Predicting 
Perceived Physical and Functional Health (N = 107) 
 B SE β  
 Social Resources  
Age -.09 .07 -.14  
Gender (Female) .15 .11 .13  
Cognition .02 .02 .12  
Education .03 .03 .12  
Childhood Financial Well-Being  -.03 .05 -.07  
Childhood Life Events  -.06 .08 -.07  
 Financial Resources  
Age .13 .06 .25 * 
Gender (Female) .01 .08 .01  
Cognition .01 .02 .08  
Education .08 .02 .45 *** 
Childhood Financial Well-Being  .04 .04 .10  
Childhood Life Events  -.05 .06 -.07  
 Active Coping  
Age -.01 .04 -.03  
Gender (Female) .09 .06 .15  
Cognition .02 .01 .19  
Education .03 .02 .27 * 
Childhood Financial Well-Being  .01 .03 .03  
Childhood Life Events  -.06 .04 -.13  
Social Resources .01 .05 .02  
Financial Resources -.02 .07 -.32 ** 
 Perceived Physical Health  
Age -.18 .09 -.21  
Gender (Female) -.05 .14 -.03  
Cognition -.02 .02 -.08  
Active Coping -.26 .25 -.11  
Social Resources .18 .12 .14  
Financial Resources .43 .16 .27 ** 
 Functional Health  
Age   - 1.61  .25 -.57 *** 
Gender (Female) -.93 .36 -.19 ** 
Cognition -.00 .06 -.01  
Active Coping .41 .64 .05  
Social Resources .81 .34 .19 * 
Financial Resources .69 .44 .13  
Χ2 9.43   7 df p = .22  
RMSEA .06    
CFI .98    
SRMR .02    
*p < .05. **p < .01. ***p < .001.
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Table 4    
Summary of Multiple Regression Analyses of Hypothesized Model with Modifications for 
Variables Predicting Perceived Physical and Functional Health (N = 107) 
 B SE β  
 Social Resources  
Age -.09 .07 -.15  
Gender (Female) .15 .11 .13  
Cognition .02 .02 .12  
Education .03 .03 .12  
Childhood Financial Well-Being  -.03 .05 -.06  
Childhood Life Events  -.06 .08 -.07  
 Financial Resources  
Age .13 .06 .25 * 
Gender (Female) .00 .08 .00  
Cognition .01 .02 .10  
Education .08 .02 .44 *** 
Childhood Financial Well-Being  .04 .04 .10  
Childhood Life Events  -.06 .06 -.08  
 Active Coping  
Age -.01 .04 -.04  
Gender (Female) .09 .06 .15  
Cognition .02 .01 .20  
Education .03 .02 .27 * 
Childhood Financial Well-Being  .01 .03 .03  
Childhood Life Events  -.06 .04 -.14  
Social Resources .01 .05 .02  
Financial Resources -.21 .07 -.32 ** 
 Perceived Physical Health  
Age -.18 .09 -.21  
Gender (Female) -.04 .14 -.03  
Cognition -.02 .02 -.09  
Active Coping -.26 .24 -.11  
Social Resources .18 .12 .14  
Financial Resources .43 .16 .27 ** 
 Functional Health  
Age - 1.74 .24 -.61 *** 
Gender (Female) -.93 .35 -.19 ** 
Cognition .04 .06 .06  
Education -.23 .08 -.24 ** 
Active Coping .78 .63 .10  
Social Resources .86 .32 .20 ** 
Financial Resources 1.27 .46 .24 ** 
Χ2 2.09 6 df p = 0.91  
RMSEA 0.00    
CFI 1.00    
SRMR 0.01    
*p < .05. **p < .01. ***p < .001.  
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Table 5  
Summary of Nested Model Simple Regression Analyses with Modifications for Variables 
Predicting Perceived Physical and Functional Health (N = 107) 
 B SE β  
 Social Resources  
Age -.10 .07 -.16  
Gender (Female) .15 .11 .13  
Cognition .03 .02 .17  
Education .00 .00 .00  
Childhood Financial Well-Being  .00 .00 .00  
Child Life Events  .00 .00 .00  
 Financial Resources  
Age .14 .06 .27 ** 
Gender (Female) .02 .08 .02  
Cognition .01 .02 .09  
Education .09 .02 .47 *** 
Childhood Financial Well-Being  .00 .00 .00  
Child Life Events  .00 .00 .00  
 Active Coping  
Age -.01 .04 -.04  
Gender (Female) .09 .06 .15  
Cognition .02 .01 .18  
Education .03 .01 .26 * 
Childhood Financial Well-Being  .00 .00 .00  
Child Life Events  .00 .00 .00  
Social Resources .00 .00 .00  
Financial Resources -.20 .07 -.30 ** 
 Perceived Physical Health  
Age -.19 .09 -.23 * 
Gender (Female) -.05 .14 .03  
Cognition -.02 .02 -.09  
Active Coping .00 .00 .00  
Social Resources .00 .00 .00  
Financial Resources .46 .16 .29 ** 
 Functional Health  
Age   - 1.75  .25 -.62 *** 
Gender (Female) -.84 .35 -.17 * 
Cognition .05 .06 .08  
Education -.20 .08 -.21 * 
Active Coping .00 .00 .00  
Social Resources .75 .31 .17 ** 
Financial Resources 1.06 .45 .20 ** 
Χ2 14.25 17 df p =.65  
RMSEA 0.00    
CFI 1.00    
SRMR 0.03    
*p < .05. **p < .01. ***p < .001.  
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Table 6         
         
Fit Indices of Tested Models 
     
 
      
 
  
         
Model χ2 df p RMSEA CI CFI Δχ2 Δdf 
         
1. Hypothesized Model  9.43 7 .22 .06 .00 - .14 .98 - - 
         
2. Hypothesized Model with Added 
Modification 2.09 6 .91 0.00 .00 - .05 1.00 7.34* 1 
         
3. Restricted Hypothesized Model 14.25 17 .64 0.00 .00 - .07 1.00 12.16 11 
         
Note. RMSEA = root mean square error of approximation; CI = confidence interval of the RMSEA value; CFI = 
comparative fix index; Δχ2 = change in chi-square from the immediately preceding model; Δdf = change in 
degrees of freedom from the immediately preceding model; * denotes significant difference between model. 
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Figure 1. Distal and proximal influences on physical and functional health conceptual model. 
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Figure 2. Study participant tree of phase one and phase three.
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Note. Controls: Age group, gender & cognition. 
Model Fit:  χ2 (df = 5) = 4.05, p = .54, CFI = 1.00; SRMR = .02; RMSEA = .00 Significant covariates: Both women (β = -.16, 
p < .05) and older age groups (β = -.65, p < .001) reported lower levels of functioning abilities while older age groups reported 
poorer perceived physical health (β =.-24, p < .05). High levels of education predicted high levels of perceived financial 
resources. Older age groups reported higher perceived financial resource levels (β=.29, p < .01).
Figure 3. Parsimonious Model. 
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Abstract 
Older adults and African Americans are significantly less likely than other groups 
to use mental health services, placing older African Americans at risk for mental health 
problems. The purpose of this study was to examine the impact of early life influences 
(i.e., education, childhood life events and childhood financial well-being) and present 
psychosocial resources (i.e., individual, financial, and social) on current mental health 
outcomes in a sample of 125 African-American older adults in their 60s, 80s and 100s. 
Using data from the Georgia Centenarian Study, participants were interviewed about their 
mental health, resources and early life influences.  
A structural equation model was tested and resulted in a good fit. Results 
indicated that the more social resources African American older adults had available, the 
lower the number of depressive symptoms they reported. African Americans with higher 
levels of financial well-being during childhood reported higher self-rated mental health. 
Older adults had higher levels of financial resources. Level of education showed a 
positive relationship with financial resources. Indirect effects of distal influences on 
health outcomes via current resources were not found. The findings are of direct practical 
relevance and can be used to more readily identify older African Americans who may be 
susceptible to poorer mental health outcomes due to distal and proximal influences. 
Keywords: African American, Centenarians, Resources, Mental Health, Perceived Mental 
Health 
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The Impact of Psychosocial Resources on the Mental Health of Older African Americans 
Mental health plays an important role in the lives of the older adult population. 
Mental health has been widely studied and has been associated with a myriad of factors 
(Luo & Waite, 2005; McFarland, 2009; Smagula et al., 2013). In older adult populations, 
mental health has been linked to mortality, decline in functional abilities and physical 
heath (Lee, 2000; Lenze et al., 2005; Schulz et al., 2000). Due to the natural process of 
aging, older adults can expect declines in their physical health and resources, which 
places them at high risk for developing mental health problems (Barnes et al., 2004; 
Cummings, Neff & Husaini, 2003; Turnbull & Mui, 1995). Psychosocial resources, 
which include individual resources (e.g., adaptive personality traits, coping styles), social 
resources (e.g., being embedded in a network, social contact, social support) and financial 
resources (e.g., sufficient funds to meet expenses and to deal with emergencies). 
African American older adults are more vulnerable to mental health problems 
than any other ethnic minority of older adults (Cochran et al., 1999; Dunlop et al., 2003; 
Jang, Borenstein, Chiriboga & Mortimer, 2005). What factors influence mental health 
outcomes of older African Americans? The current literature on mental health abounds 
with examples of the impact of psychosocial resources and past life experiences on 
mental health outcomes (Ormel et al., 1997; Roberts, Dunkle & Haug, 1994). This study 
builds on Martin and Martin’s (2002) resource model of developmental adaptation and 
contributes a model for understanding the impact of distal and proximal psychosocial 
resources on mental health in the African American older adult population. Our 
hypothesized model (Figure 1) posits that past experiences and available current 
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resources impact current developmental outcomes (Martin & Martin, 2002). Until now, 
this model had not been tested for an ethnic minority sample. 
Mental Health in Older African Americans  
Depression is a major public health concern and a common occurrence among 
African Americans and older adults as they are often underdiagnosed and/or forego 
medical treatment (Connor et al., 2010; Djernes, 2006; Mills, Alea & Cheong, 2004). 
Depression has been associated with low socioeconomic status, neighborhood 
disadvantage, stressful life events, and racism (Bell et al., 2005; Cutrona et al., 2005). 
Lower education level, satisfaction with social support and functional disability predicted 
higher levels of depressive symptoms (Jang et al., 2005; Jang, Haley, Small, & Mortimer, 
2002). Previous research has demonstrated certain characteristics are reported to increase 
the risk of depressive symptoms. Women, being unmarried, low socioeconomic status 
and being elderly increases vulnerability to depressive symptoms (Cummings, Neff & 
Husaini, 2003; Turnbull & Mui, 1995).  
Several studies have revealed that is it sometimes difficult to identify mental 
health issues in older adults as they may not describe their experiences as such (Barg et 
al., 2006). This is seen in the African American population as well (Hines-Martin et al., 
2003). African Americans report lower rates of major depression than European 
Americans, but have higher rates of symptoms of depression (Gallo, Cooper-Patrick, & 
Lesikar; 1998; Riolo et al., 2005). Among ethnic groups, African American older adults 
are more susceptible to mental health problems (Cochran et al., 1999; Dunlop et al., 
2003; Jones et al., 2015).  
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Self-assessed mental health is a significant predictor of mortality in older adults 
(Jylhä, 2009; Lee, 2000). Understanding the dynamics which influence the self-
assessment of mental health outcomes has attracted much attention over the years 
(Benyamini, Idler, Leventhal & Leventhal, 2000; Jylhä, 2009). There is strong 
convergent evidence for the use of a single-item indicator of self-rated mental health that 
asks “How would you rate your overall mental health?” (Fleishman & Zuvekas 2007; 
Mawani & Gilmour 2010; Shiovitz-Ezra et al., 2009). Research has found that although 
the typical negative indicators of health (such as disability, disease history, and 
medication) impact perceived mental health, there are psychosocial indicators such as 
social resources or coping which also show strong effects on an individual’s perception 
of mental health (Benyamini, Idler, Leventhal & Leventhal, 2000; Grundy & Sloggett, 
2003; Roberts, Dunkle & Haug, 1994). Research is needed on current mental health that 
integrates the influence of both past and present psychological and social factors.  
Although self-rated mental health is supported as a valid indicator, it is not all 
encompassing of mental health disorders. Considering that depression is one of the most 
common mental disorders of those 65 years and older (Djernes, 2006; Fiske, Wetherell & 
Gatz, 2009), it is necessary to utilize the appropriate measures to capture a broader 
picture of the mental health status of older adults. The current study adopts a 
psychosocial perspective in the investigation of distal and proximal influences on 
perceived mental health outcomes of depressive symptoms and mental health status in a 
sample of African-American older adults.  
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Distal Variables  
Childhood life events. Research has produced inconsistent results on the effects 
of childhood life events and adversity on older adult mental health (Tennant, Bebbington 
& Hurry, 1980). One of the most traumatic events a child can experience is the death of a 
parent. The early loss of a parent can negatively affect the extent to which the child’s 
cognitive, emotional, social and financial needs are met (Luecken & Roubinov, 2012). 
Research in the last decade found early loss of parents resulted in poorer mental health 
outcomes such as depression and psychiatric disorders in middle-aged and older adults 
(Agid, Kohn & Lerer, 2000; Kendler et al., 2002; Luecken & Roubinov, 2012; Nickerson 
et al., 2013). Kessler et al. (2010) found that childhood adversities, such as parental death 
and family economic adversity, were significantly associated with elevated risk for 
mental health disorders. However, there is evidence to show that although childhood life 
adversities account for 44.6% of childhood onset mental health disorders, they only 
accounted for 25.9 % of later-onset disorders, which suggests the effects may lessen over 
time (Green et al., 2010). Green et al., (2010) reported that parental death in childhood 
had more impact throughout the life course than experiencing a parental death in 
adulthood. In the current study, early traumatic losses were tested as predictors of mental 
health outcomes in later life. 
Childhood financial well-being. The current study sought to examine the impact 
of childhood SES, more specifically financial well-being, on mental health in late life. 
Although previous research on childhood economic status has focused on financial strain, 
this study examined the overall perception of financial well-being during childhood. 
Childhood financial well-being is vital as the conditions and experiences that occur 
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during childhood establish the foundations of development that impact individuals across 
the life span (Gilman et al., 2002; Luo & Waite, 2005; Pudrovska & Anikputa, 2014). 
Economic hardships in early life can hinder access to higher levels of social and financial 
resources as well as affect mental health in later life (Benzeval et al., 2001; Kahn & 
Fazio, 2005). Luo and Waite (2005) studied the impact of childhood and adulthood SES 
on mental health outcomes and showed that lower childhood SES was associated with 
worse mental health in later life. More specifically, higher childhood SES predicted fewer 
depressive symptoms, with no clear mental health differences found between those from 
average and wealthy families.  
Childhood financial well-being can affect adult SES, which can continue to 
impact SES and mental health in late adulthood. Beatty et al. (2011) found in a cross-
sectional study of 342 middle aged African American and Caucasian adults that 
childhood socioeconomic status was a predictor of psychosocial resources for African 
Americans above and beyond adulthood socioeconomic status. Among African 
Americans, lower socioeconomic status was associated with less perceived daily social 
support, a less diverse social network, and a more limited use of proactive coping 
behaviors, despite adulthood socioeconomic status (Beatty et al., 2011). Understanding 
resources such as these, which may have significant implications for the overall mental 
health of older adults, are necessary to examine within the African-American population. 
Childhood financial well-being is hypothesized to be an important predictor of mental 
health in late life.  
Education. Education is a highly influential variable in mental health outcomes 
because it is associated with the type and frequency of health behaviors an individual 
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chooses to participate in (Adler et al., 1994). Higher education served as a protective 
factor against depression for older adults, whereas more incidents of depression were 
reported from those with less education (Fiske, Wetherell & Gatz, 2010; Koster et al., 
2006).  The current study sought to concurrently examine three early life factors: early 
traumatic life events, childhood financial well-being, and education.  
Proximal Resources 
Social resources. The relationship between social resources and mental health 
has been widely studied with consistent findings supporting its physiological and 
psychological benefits (Cutrona & Russell, 1987; Russell & Cutrona, 1991; Uchino, 
2006). Components of social resources have been studied as protective factors of the 
negative effects of stress on mental health.  
Social support and social networks can serve as protective factors in preventing 
depressive symptoms in African Americans (Okun, & Keith; 1998; Taylor et al., 2015). 
People’s relationships within a social network have been found to be one of the most 
important predictors of depressive symptomology in older adults and African Americans 
(Fiori, Antonucci & Cortina; 2006; Okwumabua et al., 1997). Fiori, Antonucci and 
Cortina (2006) found that individuals who categorized their social networks as “diverse” 
made up primarily of “friends” or made up primarily of “non friends” reported 
significantly lower depressive symptoms than those from networks categorized as 
restricted. Family networks did not differ from restricted networks in their association 
with depressive symptoms. Perceived support also mediated the relationship between 
network type and depressive symptoms (Fiori et al., 2006). It has been suggested that for 
older adults perception of their networks is important for their mental health as networks 
that are not family only or restricted provide an added benefit of protection. Cutrona 
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(1986) found network characteristics were better predictors of perceived support for older 
adults and advocated for the use of perceived social support measures to account for the 
interpersonal behaviors and context for which social support is used. Other studies have 
considered network characteristics and have found that age is negatively associated with 
network size, closeness to members, and number of non-primary network ties; however, 
age showed positive associations with frequency of socializing, religious participation 
and volunteering, further illustrating the need to conceptualize social resources in a  way 
that recognizes its complexity (Cornwell, Laumann & Schumm, 2008). African 
Americans report using informal social support networks as one of their most common 
methods of coping in stressful situations (Nguyen et al., 2015; Taylor, Chatters & 
Celious, 2003). The quantity and quality of social support from family and friends 
impacts mental health outcomes (Nguyen et al., 2015). The current study tested social 
resources as predictors of mental health outcomes in later life.  
Financial resources. In older adults, socioeconomic status is associated with 
mental health and cognition (Kahn & Fazio; 2005; Luo & Waite, 2004). Research has 
shown that economic status, whether studied as wealth and income or financial hardship 
and strain, was associated with mental health. For example, higher levels of income and 
wealth and lower levels of strain and hardship resulted in lower levels of depression 
(Kahn & Fazio, 2005). In a study by Holzer et al. (1986), significant associations were 
found between low socioeconomic status and high rates of specific diagnoses of alcohol 
abuse and major depression. Similar associations between socio-economic status and 
perceived mental health were reported by Bryant et al., (2012). In the current study, past 
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and present levels of socioeconomic status were tested as predictors of mental health in 
later life.  
Active coping. Coping is a very important behavior as it is seen as a process in 
which individuals choose to handle the stresses of life as a means to protect themselves. 
Researchers have used different terms to classify coping styles; problem-focused coping 
has also been referred to as active coping (Carver, Scheier & Weintraub, 1989).  
Previous studies on active coping have established the positive association this 
coping behavior has on health outcomes (Gil et al., 2000; Montel, Albertini, Desnuelle, & 
Spitz, 2012). As the current study focused on developmental mental health outcomes, it is 
necessary to examine this coping behavior.  
Previous studies have found a reciprocal relationship between coping and mental 
health as poor coping behaviors resulted in poorer mental health and poorer mental health 
resulted in poor coping behaviors (Aldwin & Revenson, 1987; Hammen, 1991; Holahan 
et al., 2005). Di Benedetto et al. (2014) studied the predictive effects of coping on mental 
health and showed that fewer coping resources predicted worse mental health and higher 
levels of depression. Coping also showed a significant indirect effect through depression 
on mental health (Di Benedetto et al., 2014). In older adults, loss of a psychosocial 
resources such as coping predicted mental distress more than their medical conditions, 
demonstrating the importance of knowing how to manage stressors for good mental 
health (Ormel et al., 1997). The current study tested active coping as a predictor of 
mental health outcomes in later life. 
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The Present Study 
A major goal of this research was to present a strengths-based perspective on 
mental health among aging African Americans by highlighting the type and level of 
resources African American older adults possess. A key question that the current study 
was designed to address is the impact of psychosocial and financial resources on mental 
health outcomes in the lives of older African Americans. This is in contrast to aging 
research that considers racial differences in which ethnic minority elders are compared to 
Whites across a variety of variables, with Whites considered as the normative group 
against which to evaluate study findings (Bell et al., 2005; Cagney, Browning & Wen, 
2005; Connor et al., 2010; Haas Krueger & Rohlfsen, 2012). A limitation of such 
research is that it does not take into account the unique characteristics that exist within 
the African American population (intragroup heterogeneity). It is the intent of this 
research to move away from framing minority aging as a deficient process, and more 
towards understanding the complete aging experience of older African Americans. 
The objective of the current study was to assess the impact of distal and proximal 
influences on developmental mental health outcomes in later life (Kuh et al., 2012). 
Martin and Martin (2002) specified a model of developmental adaptation, which posits 
that past and current events and resources influence the health and well-being of 
individuals across the life span. This model demonstrates the relevance of biographical 
variables to present resources to mental health status. If similar findings can be replicated 
in a sample of African American older adults, it would provide a framework for 
designing mental health interventions through psychosocial resources for this population.  
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It was hypothesized that early life experiences and resources would affect mental 
health outcomes through the mediation of current resources. It is assumed that 
individuals’ developmental history affects their individual, social and financial resources. 
In turn, perceptions of current psychosocial resources in one’s present life are expected to 
predict mental health outcomes for African American older adults. In our adapted 
framework of Martin and Martin’s model, early life influences such as life events, 
childhood financial well-being, and education, as well as present level of coping, social 
and financial resources were investigated for their influence on depressive symptoms and 
perceived mental health in late adulthood. The model tested in this paper viewed mental 
health as a function of individual, social, and financial resources, resources hypothesized 
as influenced by factors that occurred in early life.  
Methods 
Data for the current study come from the Georgia Centenarian Study (GCS). The 
GCS is an investigation of longevity and survival of the oldest old that took place from 
1988 to 2009 in three study phases. Participants were drawn from a population-based 
sample of 701 community-dwelling and institutionalized centenarians (i.e., those aged 98 
years and older), octogenarians (i.e., those aged 80 to 89 years) and sexagenarians (i.e., 
those aged 60 to 69 years) from the Georgia Centenarian Study (GCS). The sample 
consisted of two cohorts collected from two separate phases. Individuals born between 
1881 and 1895 were part of phase one and classified as the earlier cohort. The later 
cohort included persons born between 1901 and 1907 and was part of phase three. Phase 
two consisted of a longitudinal follow up which was not considered in this study. 
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The analytic sample used in our investigation consists solely of African-American 
older adults. Participants who were identified as cognitively unstable, as defined by a 
cutoff score less than 17 on the Mini-Mental State Exam (MMSE) scale, were removed 
from analyses. It should be noted that participants from Phase one were required to score 
in the normal range on the MMSE cognitive functioning scale. Figure 2 displays a 
participation tree depicting how the final sample of 125 participants was selected.  
Measures 
 Distal variables. Education was measured in intervals, ranging from 0 years of 
schooling to the post graduate college level. Childhood financial well-being was assessed 
by asking participants to report their perceptions of their early life socioeconomic status. 
Participants were asked how they rated their childhood financial well-being (1 = pretty 
well off financially, 2 = about average, 3 = poor, and 4 = it varied). Life events consisted 
of a list of three early death experiences, including the death of the participant’s father, 
mother and friend. A death that occurred prior to age 18 was classified as an early life 
experience.  
 Individual resources. Individual resources were assessed with one measure of 
active coping (α = .52). Active coping items included whether participants: “try hard to 
make things work,” “talk with their family about problems,” and “talk to their doctor 
about problems.” A mean score across the three items was computed. 
 Social resources. Social resources were assessed with three items from the OARS 
Multidimensional Functional Assessment Questionnaire (Fillenbaum, 1988). Participants 
were assessed regarding the extent and type of contact they had with others. Participants 
were asked “What is the number of people you know well enough?” and to indicate: 
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“How many times you talked to someone in the past week?” and “How many times you 
spent time with someone in the past week?” We created a count variable and used the 
mean of the three items as the social resource variable. Recent studies have utilized this 
measure of social resources (Randall et al., 2010) and Burholt et al. (2007) noted that this 
measure is best understood as an assessment of the type of structure of the social 
resources older adults have available to them. 
 Financial resources. Perceived economic status (α = .81) was assessed using the 
economic scales from the Duke OARS (Fillenbaum, 1988). Participants self-assessed 
their financial resources using the following yes or no questions: “Are your assets and 
financial resources sufficient to meet emergencies?” and “At the present time, do you feel 
that you will have enough for your needs in the future?”  Participants were also 
questioned as to “whether their expenses were so heavy that they”: cannot meet the 
payments, can barely meet the payments, or payments are no problem. Lastly, 
respondents answered “How well does the amount of money you have take care of your 
needs?”: very well, fairly well, or poorly. Items were combined to construct a mean scale 
of perceived economic status.  
 Mental health. Mental health was assessed using measures of perceived mental 
health and depressive symptoms. Perceived mental health was assessed by one item from 
the OARS Multidimensional Functional Assessment Questionnaire that asked 
participants, “How would you rate your mental and emotional health at this present 
time?” Depressive symptoms were assessed by the Geriatric Depression Scale that 
included 15 dichotomous items (α = .77). Participants were asked if they had experienced 
any of the depressive symptoms during the past week with higher scores indicating 
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higher depressive symptoms (0-15). Questions included, “Do you feel that your life is 
empty,” “Do you feel lonely or remote,” and “Do you feel pretty worthless the way you 
are now?” 
 Control variables. All analyses controlled for gender (0 = male, 1 = female), age 
category (sexagenarians = 1, octogenarians = 2, centenarians = 3), and cognitive 
functioning as assessed by the Mini-Mental Status Exam (MMSE), with scores ranging 
from 17 to 30.  
Results 
Descriptive statistics for the sample are summarized in Table 1. African 
Americans were not high in their education level and childhood economic well-being. 
They were fairly high in financial and social resources, but low in active coping 
behaviors. They perceived themselves to be in good mental health and low in depressive 
symptoms. Structural equation modeling was used to estimate the effects of age, gender, 
level of cognitive coping, social resources, and financial resources. In addition, the 
effects of these measures on depressive symptoms and the perceived mental health rating 
were estimated. The full structural model was tested using Mplus Version 7 (Muthen & 
Muthen, 1998-2012).  
Table 2 presents the correlations among the study variables. Cognition and 
educational level both were associated with all three resources, social resources (r =.21, p 
< .05, r =.20, p < .05), financial resources (r =.25, p < .01, r =.41, p < .001), and active 
coping (r =.25, p < .01, r =.21, p < .05). Depressive symptoms correlated with level of 
cognition, r = -.22, p < .05, and education, r =.-24, p < .01. Financial resources 
negatively correlated with depressive symptoms, r = -.19, p < .05. Financial condition 
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during childhood significantly (p < .001) correlated with perceived mental health (r = 
.31), however, it was not significantly correlated with depressive symptoms (r = -.10, p = 
.29).  
The overall fit of the hypothesized model was χ2 (7) = 14.88, p = .04, suggesting 
that the fit to the data was not optimal. Alternative fit indices also suggested an 
inadequate fit, CFI = .89, SRMR = .04, and RMSEA = .10. Path coefficients are 
displayed in Table 3. Modification indices were inspected to improve the model. 
Modification indices suggested a direct path from childhood financial condition to 
perceived mental health. This modification resulted in a model fit of χ2 (6) = 2.70, p = 
.85, suggesting a reasonable fit to the data. Alternative fit indices also suggested an 
acceptable fit, CFI = 1.0, SRMR = 0.02, RMSEA = 0.00. The results of the structural 
model are summarized in Table 4. 
 Five direct effects were present. Higher levels of education predicted increased 
reports of active coping. A negative relationship was found between perceived economic 
status and active coping. The higher individuals perceived their economic status, the less 
active coping was used. Individuals in older age groups showed higher levels of 
perceived financial resources. Level of education was positively related to perceived 
financial resources. With regard to depressive symptoms, the more social resources older 
adults perceived they had available to them the lower the number of depressive 
symptoms they reported. One path was found to be significant from developmental 
history to perceived mental health. Adults with higher levels of financial well-being 
during childhood reported higher self-rated mental health. The indirect effects of distal 
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influences on developmental health outcomes were examined using the bootstrap 
procedure but no indirect effects were found. 
 After review of the overall conceptual model, several factors did not contribute 
significantly to the model as indicated by their standardized path coefficients. The 
following direct paths were found non-significant: from childhood financial condition, 
early life events, and social resources to active coping; from education, childhood 
financial condition, and early life events to social resources; from active coping and 
financial resources to depressive symptoms; and active coping, social resources and 
financial resources to perceived mental health. An alternative trimmed model that 
restricted these predictors to zero yielded the following results: χ2 (df = 19) = 15.45, p = 
.69, CFI = 1.0, SRMR = .04, RMSEA = .00. The path coefficients for this model are 
shown in Table 5. 
The parsimonious model was analyzed after removal of the non-significant paths 
from the model. The overall fit of the resulting model was χ2 (df = 12) = 11.21, p = .51, 
CFI = 1.0, SRMR = .04 and RMSEA = .00. This indicated that the reduced 
(“parsimonious”) model explains the data well. The model is depicted in Figure 3. Table 
6 displays the fit indices of the first three tested models.  
Discussion 
The goal of the study was to investigate the influence of early life factors and 
present psychosocial resources on depressive symptoms and perceived mental health of 
African American older adults. The hypothesized model did not show a good fit to the 
data. A direct path from childhood financial well-being resulted in a better fit to the 
model.  
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The study showed that high levels of social resources are significant predictors of 
low levels of depressive symptoms in older African Americans, which was similar to 
previous findings of social support as a protective factor against depression in African 
Americans and older adults (Cutrona & Russell, 1987; Okun, & Keith; 1998; Taylor et 
al., 2015). Our study was consistent with results found by Cohen and Willis (1985), 
Cutrona and Russell (1987) and Roberts and Gotlib (1997) in which social support was 
associated with lower depression. The available evidence seems to point to the 
conclusion that older adults who activate their social resources experience lower levels of 
depressive symptoms. Our hypothesis that high levels of social resources would predict 
high levels of mental health was partially supported. Although a negative association 
between social resources and depressive symptoms was observed, no relationship was 
found between social resources and perceived mental health. The lack of a significant 
association between social resources and perceived mental health may be due to lack of 
items assessing the quality of social resources, as the literature supports the existence of a 
stronger positive relationship between quality of support and mental health outcomes 
(Nguyen et al., 2015).  
The results show a positive association between financial well-being during 
childhood and mental well-being in later life. This finding was consistent with previous 
studies that found lower childhood socioeconomic status was associated with worse 
health outcomes in later life (Luo & Waite, 2004; Pudrovska & Anikputa, 2014). We 
expected that early childhood economic strain would affect mental health through the 
mediation of current financial strain as the literature has consistently supported the notion 
that adversity during childhood contributes to cumulative disadvantages across the life 
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span, which is especially true of African Americans (Hatch, 2005; Shuey & Willson, 
2008). However, we did not find that the association between childhood financial well-
being was due to indirect effects, through the mediation of current socioeconomic status. 
A possible explanation for this finding could simply be that the long-term effects of lower 
levels of financial well-being during childhood on mental health may occur through 
biological, psychological, and/or social mechanisms that were not captured in the current 
study. 
Consistent with the financial literature, educational attainment level was 
positively associated with perceived financial resources. Education showed a positive 
relationship to active coping resources. However, the analyses revealed that perceived 
financial resources had a negative association with active coping. The most likely 
explanation was that older adults who have adequate financial means tend not to have to 
utilize this particular style of coping to manage their problems. Individuals who are 
financially better off may not have the same types of stressors that may require an active 
style of coping. For example, low- and high income individuals may have a similar 
disease that requires expensive medicine. The low-income individual may be worried 
about costs and may have to talk with her doctor about alternatives or the consequences 
of not taking medicine, whereas the high income individual may just focus their attention 
on conquering the disease and may desire social resources. 
In the current study, age was positively associated with perceived economic 
status. Research on age and economic status has produced mixed results. Similar to our 
findings, some studies have found that financial resources are perceived more positively 
with advanced age (Goetting, Martin, Poon & Johnson, 1996; Hansen, Slagsvold, & 
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Moum, 2008). Previous studies found that older adults, although low in financial 
resources in terms of objective measures, rated themselves higher on their perceived 
economic conditions. In addition, benefit programs such as Social Security possibly 
explain this result as programs such as these provide higher income replacement for 
retirees with lower income, many of whom are minorities and women, which was 
consistent with our study sample, and may give them the perception of added financial 
resources.  
Limitations and Conclusion 
The present study had several limitations. We used cross-sectional data and 
therefore our findings cannot prove causation. Study participants were all from a specific 
Southeastern area of the United States and generalizations to the overall African 
American population cannot be assumed. The measures of mental health were self-
assessments and may produce varied results if used with other samples as differences 
may exist for self-rated health outcomes due to cultural, age, or regional differences 
(Jylhä, 2009; Kunzmann et al., 2000; Smith et al., 2002). The measure of perceived 
mental health consisted of a single item, and thus was not highly reliable. This decreases 
correlations with other variables. Furthermore, the measures of coping had relatively low 
reliability, which may have limited the magnitude of their associations with other 
variables. The measure of social resources assessed only frequency of contact and 
network size, not quality or supportiveness of relationships. Measures of perceived social 
resources correlated more strongly with mental health measures than measures of 
quantitative aspects of the social network. Further research that investigates various types 
of distal and proximal psychosocial, in addition to biological, predictors of mental health 
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outcomes in older African Americans is needed. Although difficult to obtain due to the 
high mortality of individuals in the late life stage, collection of longitudinal data would 
be beneficial to determine possible causation of these distal and proximal influences. Of 
course, it is important to replicate the current findings in future samples.  
 In conclusion, understanding the impact of distal and proximal influences on 
mental health outcomes in late life for African-American older adults is important to this 
population and those who provide care for them as this information can be used to assist 
aging African Americans in having higher self-assessment ratings of health which has 
direct implications on their quality of life. As African Americans are the largest ethnic 
minority of older adults, it is necessary to understand the resources they possess (or lack) 
in order to aid them in having and in perceiving themselves to have optimal aging 
experiences as positive perspectives predict longevity and health. 
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Table 1 
Descriptive Statistics for Study Variables  
Variables M SD Min-Max 
Distal    
Education (n = 123) 3.59 2.33 1-8 
Childhood Financial Well-being (n = 110) 2.06 1.07 1-4 
Childhood Life Events(n = 125) 0.43 0.60 0-2 
Social Resource    
Perceived Social Resources (n = 120) 2.36 .51 0-3 
Financial Resources     
Perceived Economic Status (n = 116) 1.15 .42 .25-2 
Individual Resources    
Active Coping (n = 113) .82 .28 0-1 
Mental Health     
Depressive Symptoms (n = 123) 0.19 0.17 0-1 
Subjective Well-being     
Perceived Mental Health (n = 121) 1.88 0.67 0-3 
Control Variables 
Age group (n = 125) 2.26 0.82 1-3 
Gender(n = 125) 0.66 0.48 0-1 
Cognition (n = 125) 24.63 3.40 17-30 
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Table 2 
Correlations Among the Study Variables 
 
Variables 1 2 3 4 5 6 7 8 9 10 11 
1. Age -           
2. Gender   .17 -          
3. Cognition -.52*** .14 -         
4. Education -.34*** .09  .52*** -        
5. Childhood Financial Well-Being  .07 .13  .02 .26** -       
6. Childhood Life Events -.08 -.04  .04   .10 -.10 -      
7. Social Resources -.18* .08  .21*   .20*  .02 -.01 -     
8. Financial Resources  .08 .12 .25**  .41***  .25* -.07 .08 -    
9. Active Coping -.22* .10 .25**  .21*  .06 -.05 .09    -.11 -   
10. Depressive Symptoms  .17† .03 -.22* -.24** -.10 -.00 -.31***  -.19*   .05 -  
11. Perceived  Mental  Health  .04 .03 -.07  .11  .31*** .03 .11 .07 -.04 -.32*** - 
†p < .10, *p < .05, **p < .01, *** p<.001. 
Note. Pairwise deletion was used in this table. 
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Table 3 
Summary of Multiple Regression Analyses Hypothesized Model for Variables Predicting Mental 
Health (N = 106) 
                B SE β  
 Social Resources  
Age -.09 .07 -.14  
Gender (Female) .14 .11 .13  
Cognition .02 .02 .11  
Education .04 .03 .15  
Childhood Financial Well-Being  -.04 .05 -.08  
Childhood Life Events  -.04 .08 -.05  
 Financial Resources  
Age .13 .06 .24 * 
Gender (Female) .03 .08 .03  
Cognition .00 .02 .03  
Education .09 .02 .48 *** 
Childhood Financial Well-Being  .05 .04 .11  
Childhood Life Events  -.05 .06 -.07  
 Active Coping  
Age -.01 .04 -.04  
Gender (Female) .09 .06 .14  
Cognition .01 .01 .16  
Education .03 .02 .29 * 
Childhood Financial Well-Being  .01 .03 .03  
Childhood Life Events  -.06 .04 -.12  
Social Resources .00 .05 .00  
Financial Resources -.22 .07 -.34 ** 
 Depressive Symptoms       
Age .02 .02 .09     
Gender (Female) .01 .04 .06     
Cognition -.01 .01 -.13     
Active Coping .05 .06 .08     
Social Resources -.08 .03 -.23  *    
Financial Resources -.06 .04 -.16     
 Perceived Mental Health  
Age - .06 .10 -.07  
Gender (Female) -.01 .15 -.00  
Cognition -.03 .02 -.16  
Active Coping .01 .25 .01  
Social Resources .15 .14 .12  
Financial Resources .18 .16 .11  
χ2 14.88 7 df 0.04  
RMSEA 0.10    
CFI 0.89    
SRMR 0.04    
*p < .05. **p < .01. ***p < .001. 
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Table 4.  
Summary of Multiple Regression Analyses of Hypothesized Model with Modifications for 
Variables Predicting Mental Health (N = 108) 
 B SE β  
 Social Resources  
Age -.09 .07 -.14  
Gender (Female)  .14 .11  .12  
Cognition  .02 .02 .11  
Education  .04 .03 .16  
Childhood Financial Well-Being  -.04 .05 -.09  
Child Life Events  -.04 .08 -.05  
 Financial Resources  
Age  .13 .06 .24 * 
Gender (Female)  .03 .08 .03  
Cognition  .01 .02 .04  
Education  .09 .02 .48 *** 
Childhood Financial Well-Being   .04 .04 .11  
Child Life Events  -.05 .06 -.07  
 Active Coping  
Age -.01 .04 -.03  
Gender (Female)  .09 .06 .14  
Cognition  .01 .01 .16  
Education  .03 .02 .29 * 
Childhood Financial Well-Being   .01 .03 .03  
Child Life Events  -.06 .04 -.12  
Social Resources  .00 .05 .00  
Financial Resources -.22 .07 -.34 ** 
 Depressive Symptoms  
Age  .02 .02 .09  
Gender (Female)  .02 .04 .06  
Cognition -.01 .01 -.13  
Active Coping  .05 .06 .08  
Social Resources -.08 .03 -.23 * 
Financial Resources -.07 .04 -.16  
 Perceived Mental Health  
Age -.06 .09 -.08  
Gender (Female) -.06 .14 -.05  
Cognition -.03 .02 -.15  
Childhood Financial Well-Being  .20 .06 .32 *** 
Active Coping -.06 .24 -.03  
Social Resources .19 .13 .14  
Financial Resources .04 .15 .02  
Χ2 2.70 6 df p = .85  
RMSEA 0.00    
CFI 1.00    
SRMR 0.02    
*p < .05. **p < .01. ***p < .001.   
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Table 5  
Summary of Multiple Regression Analyses for Hypothesized Model for Variables Predicting 
Mental Health Outcomes (N = 108) 
 B SE β  
 Social Resources  
Age -.10 .07 -.17  
Gender (Female) .13 .11 .14  
Cognition .03 .02 .15  
Education .00 .00 .00  
Childhood Financial Well-Being  .00 .00 .00  
Childhood Life Events  .00 .00 .00  
 Financial Resources  
Age .14 .06 .27 * 
Gender (Female) .04 .08 .03  
Cognition .01 .02 .04  
Education .09 .02 .50 *** 
Childhood Financial Well-Being  .00 .00 .00  
Childhood Life Events  .00 .00 .00  
 Active Coping  
Age       -.01 .04 -.04  
Gender (Female) .09 .06 .16  
Cognition .01 .01 .17  
Education .03 .01 .28 * 
Childhood Financial Well-Being  .00 .00 .00  
Childhood Life Events  .00 .00 .00  
Social Resources .00 .00 .00  
Financial Resources -.20 .07 -.31 ** 
 Depressive Symptoms  
Age .01 .02 .06  
Gender (Female) .02 .04 .05  
Cognition -.01 .01 -.14  
Active Coping .00 .00 .00  
Social Resources -.06 .03 -.21 * 
Financial Resources .00 .00 .00  
 Perceived Mental Health  
Age - .08 .09 -.10  
Gender (Female) -.03 .14 -.02  
Cognition -.03 .02 -.13  
Childhood Financial Well-Being .19 .06 -.30 *** 
Active Coping .00 .00 .00  
Social Resources .00 .00 .00  
Financial Resources .00 .00 .00  
Χ2 15.45 19 df p = .69  
RMSEA .00    
CFI 1.00    
SRMR 0.04    
*p < .05. **p < .01. ***p < .001.  
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Table 6         
         
Fit Indices of Tested Models 
     
 
      
 
  
         
Model χ2 df p RMSEA CI CFI Δχ2 Δdf 
         
1. Hypothesized Model  14.88 7 .04 .10 .02 - .18 .89 - - 
         
2. Hypothesized Model with Added Modification 2.70 6 .85 0.00 .00 - .07 1.00 12.18* 1 
         
3. Restricted Hypothesized Model 15.45 19 .69 .00 .00 - .07 1.00  12.75  13 
         
Note. RMSEA = root mean square error of approximation; CI = confidence interval of the RMSEA value; CFI = 
comparative fix index; 
Δχ2 = change in chi-square from the immediately preceding model; Δdf = change in degrees of freedom from the 
immediately preceding model; * denotes significant difference between model. 
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Figure 1. Distal and proximal influences on mental health conceptual model
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Figure 2. Study participant tree of phase one and phase three.
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Figure 3. Parsimonious model.  
Note. Controls: Age group, gender, and cognition.  
Model fit, χ2 (df = 12) = 11.21, p = .51, CFI = 1.0; SRMR = .04; RMSEA = .00. Significant covariates: Age was predictive of 
financial resources (β = .26, p < .01).  
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CHAPTER 6: GENERAL CONCLUSIONS AND DISCUSSION 
 The main purpose of this dissertation was to assess the psychosocial resources and 
their association with developmental outcomes in African-American older adults in their 
60s, 80s, and 100s. Three studies were presented and discussed. The first study 
investigated the type and level of resources older African Americans report. In addition, 
age, gender, and cohort effects were examined to observe differences in the type and 
level of resources. A special focus was on centenarians in the study to further gain insight 
on the resources of the oldest old, as they are a very unique population. The second and 
third studies set out to develop an adaptation model based on Martin and Martin’s (2002) 
model of developmental adaptation. These models account for distal and proximal 
experiences and conditions that contribute to current developmental health outcomes that 
can be used for the African-American older adult population, as well as serve as a 
potential framework for other ethnic minority older adults. More specifically, the second 
study examined the effect of early life experiences (i.e., education, childhood financial 
well-being, and early life events) and current social resources, financial resources, and 
active coping (a personal resource) on the physical and functional health outcomes. The 
third study also examined the same effect of early life experiences and current resources 
on perceived mental health and depressive symptomology. In this chapter, we will point 
to the main findings from the three research papers in an effort to present a synthesis of 
the types and levels of resources older African-American adults have available, and the 
impact of these resources, in addition to early life factors on health outcomes.  
Types and Levels of Resources for African American Older Adults 
African American older adults perceived themselves to have sufficient levels of 
all assessed resources, with 54 to 95 percent of all individuals indicating the highest level 
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of each resource type. It must be noted that a positive response bias may have played a 
role in the ratings elderly participants made of their resources. Significant age and gender 
differences were found for several variables. The use of active coping seemed to be more 
frequently employed by octogenarians and women than by centenarians and men. 
Centenarians reported that they were less likely to spend time continuously thinking 
about their problems than any other age group. Octogenarians’ and women’s higher 
usage of active coping suggests that this may be a difficult time for them that warrants the 
use of active coping behaviors, as other studies have found that those who use more, 
actually need more (Dunkel-Schetter, Folkman & Lazarus, 1987; Mccoll, Lei & Skinner, 
1995). During this particular time in life, octogenarians may be susceptible to frequent 
loss of family, friends, and jobs, whereas women are more likely to become widowed as 
the African American life expectancy is currently 75.3 years (Center for Disease Control, 
2011). Centenarians’ strategy of not dwelling on critical life events illustrates their 
resilient nature regarding how to handle problems when they arise.  
Social resources have shown to be beneficial to individual health; therefore, it was 
of importance to note the significant decline in the perception of social network size and 
frequency of contact in oldest-old adults. Centenarians reported lower social network 
sizes and engaged less often in phone conversations than both sexagenarians and 
octogenarians. This should be expected as many family members and friends of 
centenarians may have physical limitations (e.g., hearing loss), be institutionalized or 
have died. Also, as people age they become more selective in their social networks, also 
known as socioemotional selectivity, they focus their time on relationships they perceive 
themselves as emotionally connected to (Carstensen, 2006; Carstensen, Isaacowitz & 
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Charles, 1999). The current study showed significant differences between centenarians 
and octogenarians in the amount of time they spent talking to someone on the phone. As 
a result of this, it is important to pay considerable attention to changes within social 
networks, as individuals with social networks that are not diverse in relationship type 
(family, friend) experience higher depressive symptoms (Fiori, Antonucci & Cortina, 
2006). 
Cohort effects were also obtained. Later-born individuals had larger networks and 
“tried harder to make things work,” whereas earlier cohort members utilized “talking 
with family about problems” more often than the later cohort. These results could be 
indicative of sociopolitical changes. For example, the earlier cohort were African 
Americans in the South born and raised during the beginning of the Jim Crow era (1877-
1954). This was a time when there were not many socioeconomic opportunities for 
Blacks, in addition to poor race relations. African Americans may have felt it necessary 
to their survival to maintain close relationships with their family members during this 
time. The later cohort experienced the Harlem Renaissance Movement (1918 -1937) 
during their early adulthood. The Harlem Renaissance fostered a new Black cultural 
identity, which was apart from the White stereotypes of blackness, through the use of fine 
arts. By experiencing the awakening of sociopolitical movements such as the Harlem 
Renaissance during adolescence, later cohort members were more likely encouraged to be 
more self-sufficient and to “make it” on their own and had greater opportunities to build 
their social networks. The types of stress that each cohort faced should also be taken into 
account as studies have shown that older and younger cohorts both cope in similar ways, 
however, the type of stress dictated the coping mechanisms employed (Aldwin, 1996). 
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The overall results suggest that African American older adults perceive themselves as 
having sufficient levels of psychosocial resources, despite objective indications that their 
resources may not be very substantial. 
Distal Influences 
 Previous research has documented the importance of distal and proximal influences 
on present health outcomes. For this study, a few factors were significant contributors to 
the developmental health of African American older adults. One distal influence, 
educational attainment level, was consistently influential to both current resources and 
health outcomes. Education was associated directly with functional health and financial 
resources and had indirect effects on both physical and functional health outcomes 
through financial resources. Education is vital to the quality of life of older African 
Americans; however, in the United States there are still great disparities in the 
educational system as predominately African American communities generally receive 
educational experiences of poorer quality (Lynn, 2006). It was of importance to note that 
the majority of our sample’s schooling occurred during a time period of racial 
segregation, as the decision to end school segregation in the Brown vs. Board of 
Education of Topeka case did not transpire until 1954 when participants from the current 
study ranged in age from 47 to 74 years. Although more African Americans than ever 
before have attained at least their high school diploma, more than 85 percent of those 18 
and older (U.S. Census Bureau, 2014), in the future it will be important to explore the 
effects of quality of education on the health of African Americans.  
Our results indicated that high resources in childhood were associated with better 
mental health in later life. Research has shown the serious effects poor socioeconomic 
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conditions have on childhood health and opportunities, which can have continuous effects 
across the life span. 
Psychosocial Predictors of Developmental Health Outcomes in African American 
Older Adults 
There were a few factors that did not influence the health of older African 
Americans as originally hypothesized. Active coping was not a significant contributor to 
health outcomes, which was surprising given the substantial evidence in the literature on 
the effectiveness of coping behaviors to health (Klein, Turvey & Pies, 2007; O’Donnell, 
Badrick, Kumari & Steptoe, 2008). A considerable amount of literature has been 
published on the significance of religious coping to the lives of African Americans 
(Levin, Chatters & Taylor, 2005; Taylor, Chatters, & Levin, 2004). 
It was noteworthy that the majority of our sample reported extremely high scores 
on religious coping with over 95 percent reporting the use of religious coping behaviors. 
One problem this created was a “ceiling effect” or lack of variability on religious coping 
scores. This prevented models from converging that included the religious coping 
variable.  
From the results of this study it was possible to conclude that psychosocial 
resources are an important predictor of developmental health outcomes for African 
American older adults. More specifically, perceived financial resources emerged as one 
of the most consistent and influential psychosocial resources, as higher perceived 
financial resources resulted in better physical, functional, and mental health outcomes.  
Why are perceived financial resources so influential? The level of financial 
resources available to an individual was critical throughout the whole life span. It was not 
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surprising that the current assessment of financial status significantly impacts health. 
Those who have the financial means can afford to seek out physicians or engage in 
health-promoting activities with others if they so choose.  
Another viewpoint was to consider the importance of self-perceptions. Although 
the resources of older adults typically decrease over time and result in poorer health 
outcomes, for African American older adults it seems that their perception of their 
resources remain positive in spite of an objective decrease. This manner of thinking may 
represent an effort to reframe their views on their resources and health outcomes in a 
more positive manner. Reframing is an adaptation to the normal decline of resources 
(Hobfall; 2002; Resnick, 2014). Resilience as a trait has been shown to act as a protective 
factor against illnesses for minorities (Breslau et al., 2005). The most likely explanation 
was that throughout the African American life course, older adults have developed a 
resilient personality characteristics due to their higher rates of experience with adverse 
life events and condition (Martin et al., 2010), and are trained from early on how to adapt 
to unfavorable conditions in later life. 
This research was concerned with the exploration of the type and levels of 
psychosocial resources African American older adults possess and how these resources 
influence their developmental health outcomes. The results are of direct practical 
relevance. Perceptions of one’s resource level have implications for physical and mental 
health among older adults. Those who work with this population can develop programs 
that promote or enhance certain resource areas. For example, a senior center could 
implement programs where young old adults visit and spend time with oldest old adults 
as a diverse social network has positive benefits to the oldest old. For policy makers, 
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providing specific health services free for our older adults could impact psychosocial 
resources as this could remove the financial strain or burden for those in poverty. For 
those in the aging field, collection of self-report data may be easier than objective 
measures. For example, it may be difficult to gain access to an individual’s financial 
information. The ability to assess older adults by more readily available data is beneficial 
to providing the necessary early supports and intervention services. From the outcome of 
our investigation it is possible to conclude that psychosocial factors are not only useful 
but also have strong influences on health.  
Limitations and Future Directions 
The research was limited in several ways. The main limitation of this study was 
that the analytic sample included older adults only from the Southeast of the United 
States. This may limit the generalizability of findings to the larger African American 
older adult population as differences may exist between Southerners and those from other 
regions of the country. Future studies are needed that utilize longitudinal data as it was 
difficult to imply causation as the results are based on cross-sectional data. Future work 
should involve the use of data on family history, personality, and specific health 
behaviors and needs as there was strong evidence to support that factors such as these 
play a pivotal role in the process of successful aging (Hausman, Fischer & Johnson, 
2010; Martin et al., 2006; Wilson et al., 2004). Perhaps more reliable measures of coping 
resources would have yielded results more consistent with the Martin and Martin (2002) 
model. Individual characteristics such as these may serve as important predictors of 
positive health outcomes and need further exploration (Aldwin & Park, 2004). It would 
be beneficial to take into account how current health outcomes are impacting current 
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resources to determine if there is a reciprocal effect. For example, studies have shown 
that perceived health predicted economic well-being (Halpern-Manners, Warren, Raymo, 
& Nicholson, 2015) and that physical and psychological health influenced social 
participation (Hyduk, 1997; Li & Zhang, 2015). In addition, understanding the 
relationships between health outcomes is necessary as there was evidence to support the 
claim that physical health and mental health are closely associated and this becomes 
especially true as old age progresses (French, Sargent-Cox & Luszcz, 2012). Pinquart 
(2001) lends further support to the claim that health outcomes are interrelated.  The 
results obtained by Lee (2000) showed that self-assessed general, physical, and mental 
health were predictive of functional decline and mortality and suggest that various 
components of health outcomes can serve as independent predictors of other health 
measures. Future research also should take into account which developmental period is 
the most influential on later life. Do periods of childhood, adolescence, young adulthood, 
or adult midlife matter have more influence on later life? Identifying this can lead to 
health and welfare policies which focus on specific developmental stages.  
Based on findings from the current study, the following conclusions can be 
drawn: African-American older adults perceived themselves to have high levels of varied 
psychosocial resources; their education, perceived social and financial resources are 
associated with positive physical and functional health status. Furthermore, early life 
factors of education, childhood financial well-being and current perceived social and 
financial resources impact mental health in later life. The self-perception of an 
individual’s resources was critical to their assessment of their health outcomes. Factors 
from early life have a stronger influence on mental health outcomes than on physical and 
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functional health. Education was a vital component to African American quality of life 
and has significant effects across the life span and should continue to be promoted. For 
older African American adults, high levels of education and positive self-perceptions of 
psychosocial resources are both needed to age successfully. Both of these assets are 
associated with better health outcomes and enable the resilience of this special 
population. 
The results are significant in three respects: overall, African American older 
adults’ physical, functional, and mental health are impacted by their psychosocial 
resources, African-American older adults generally perceived themselves as high on their 
psychosocial resources, and level of psychosocial resources differed by gender and age. 
Identifying further distal and proximal influences on developmental health outcomes for 
ethnic minorities constitutes a significant public health interest. Our study, along with 
other research (Campbell et al., 2014; Marsiske, Lang, Baltes & Baltes, 1995; Pavela & 
Latham, 2015; Pudrovska & Anikputa, 2014; Schulz & Heckhausen, 1996), suggests that 
aging is entirely a life-long process that should consider experiences both past and 
present to understand current health outcomes. 
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